# AUGUST 1961 
Volume 51, Number & 
49th ANNUAL MEETING 
House of Delegates 
August 24, 25, 27 
SCIENTIFIC SESSIONS 
August 26, 27, 28, 29 
AMERICANA HOTEL 
Bal Harbour, Miam: Beach 
Florida 


JOURNAL 
THE 
PODIATRY 

ASSOCIATION 


The Official Publication of the Podiatry-Chiropody Profession 


TABLE. OF CONTENTS 412 


ie: 
‘ 


new!...neopan cream 


combats 


skin infection as it soothes pain, 
relieves itching—speeds healing 


The highly effective wide-spectrum local antibiotic neomycin is com- 
bined in new Neopan Cream with remarkable soothing, healing panto- 
thenylol (as available in Panthoderm Cream). This esthetic, water- 
miscible cream promptly relieves pain, itching and irritation and 
speeds tissue repair as it prevents or controls infection* in... 


dermatoses complicated or threatened by infection « minor 
local infection « gangrenous ulceration « cuts, abrasions, 
burns, wounds and following surgical procedures 


u. Ss. vitamin & pharmaceutical corporation 


Arlington-Funk Laboratories, div. * 250 East 43rd Street, New York 17, N. Y. 


Journal of the American Podiatry Association. Published monthly at Boston, Mass. 
Boston, Mass. 


Each gram of NEOPAN contains: 


NEOMYCIN SULFATE 
5 mg. (0.5%) 
(Equiv. to 3.5 mg. neomycin base) 


PANTOTHENYLOL 20 mg. (2%) 
in a water-miscible cream base 


Virtually free from sensitization 
or irritation. 


*systemic anti-infective agents 
should be used where necessary 


Supplied: 2 oz. and 1 Ib. jars. 
SAMPLES upon request. 
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CUSHION HEEL 


CUSHION ARCH 
SUPPORT 


SUPPORT 


Glove-soft, lightweight uppers patterned for com- 


fort fitting. Cushioned support from heel to toe. 


Your patient will be delighted 
when you prescribe these new 
unique “Kush-n-arch” casuals. 
Musebeck has put all the basic 
comfort features into this foot 


MUSEBECK SHOE COMPANY -— Forest and Westover — Oconomowoc, Wisconsin 


WEDGE SUPPORT CUSHIONED OUTSOLE 


Cork platform %” thick cushions and supports. 
Wedge insole for inner longitudinal support. 


Outsole %4” cushion crepe. Will accept ac- 
commodations. 


supporting shoe without sacrific- 
ing smart style. The doctor gets 
what he wants—the patient likes 
what she wears. 


COLORS: white, 
black, smoked elk. 
Widths 4A, 3A, 
2A, A, B, C and 
D available in 
sizes 4'/2 to II; 
(Moderately 
Priced). 
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EDWARD'S 
PRESCRIPTION SHOES 


FOR ADULTS ONLY 


Shoes should be an important part of your practice. If you are 
shoe minded, our plan of servicing your patients in your office 
should be of utmost interest to you. You can dispense 


EDWARD'S PRESCRIPTION SHOES for men and women 
without carrying a stock of shoes, and without an investment. 


For more than 37 years, thousands of your fellow practitioners 
have used EDWARD'S PRESCRIPTION SHOES for adults as 
an adjunct for treating the various forms of foot disabilities. 
The fit is guaranteed. Shoes may be returned either for 
exchange or refund. 


SHOES SUPPLIED ON INDIVIDUAL PRESCRIPTIONS 


Write for our beautifully 

illustrated catalog and 

our plan to dispense shoes 

in your office—on your 

professional stationery 
please. 


SATISFACTORY SHOE co. 


W. WASHINGTON STREET, CHICAGO 
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“A cool wet dressing correctly applied remains one of the most important modalities. 
Nothing affords such prompt and pleasing relief of the inflamed skin.’”* 

Available from Dome... Six Modernized Wet Dressings to Meet Selective Needs 

DOMEBORO® (pH 4.2) SOYBORO™(pH 4.5) DALIDOME'™ (pH 4.6) 

* CHAMO® (pH 5.5) * SOYALOID™ (pH 5.5) + VLEM-DOME™ 

For complete information, write for booklet, 

“6 Individualized Wet Dressings” 

*Combes, F.C.: Ind. Med. & Surg. 30:29-34 (Jan.) 1961. 


WET DRESSINGS 
BY DOME 


POWDER SACKETS - TASLETS CONCENTRATED SOLUTION 


mast convenient method ef preparing Solution...“ ' 
DOMERORO makes the wet dressing modern. Yeur patient 
simply empties one p wasured powder packet or 
; one tabiet ina pint of tap water fer a perfectly 
prepared ad-free “in: Burow's in.” For eye 
and ear inflammation. merely dilute 2 capfuls 
of DOMEBORS concentratedsoiut in water. 
DOMEBORC provides effective, no ritating, 
anti-inflammatory, entipruritic and astringent action 

1 the atute anc moist ses of cle addition 

DOMEBORO * ecids of the epidenris, 

thereby maintaining atural defer: echanism 
of the infegument agains! pyegenic 

Sucptied; Tablets — ors OF 12. 16 10, and. 

Powder Packets - ackets in boxes 12 and 100 

Bulk canisters z., 13 Gz, and 4 

Concent¥ated Solution of soz 

(1) Sriiz! Ba Wott, Witter 

and A. Wa Ge gy: Glagnoals anc ent ad. 2 
Chi », The ¥ear Book Publier, 44.85 

{2} Combegs 6G: New Yor! “yelctart ¢ ». Med. 1960 
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Nothing affords such prompt and pleasing relie! ot the inflamed sk 
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CHAMO® (pH 5.5) SOYALOID "(pH VLEM-DOME 
For complete information, write for booklet 
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the modernized Burow's solution 
POWDER PACKETS + TABLETS - CONCENTRATED SOLUTION 


“ the mest convenient method of preparing Burow's solution...” ' 


DOMEBORO makes the wet dressing modern. Your patient 
simply empties one pre-measured powder packet or drops 
one tablet in a pint of tap water for a perfectly 

prepared lead-free “instant Burow’s solution.” For eye 
and ear inflammation, merely dilute 2 capfuls 

of DOMEBORO concentrated solution in a pint of water. 


DOMEBORO provides effective, non-irritating, 
anti-inflammatory, antipruritic and astringent action 
in the acute and moist phases of dermatoses. In addition, 
DOMEBORO “...replaces the acids of the epidermis, 
thereby maintaining the natural defensive mechanism 
of the integument against pyogenic infection.”? 
Supplied: Tablets — containers of 12, 100, 500, and 1,000; 
Powder Packets — 2.2-Gm. packets in boxes of 12 and 100; 
Bulk canisters of 4 oz., 13 oz., and 4 Ibs.; 

Concentrated Solution — bottles of 4 oz. 

References: (1) Sulzberger, M. B.; Wolf, J.; Witten, V. #., 

and Kopf, A. W.: Dermatology: Diagnosis and Treatment, ed. 2, 
Chicago, The Year Book Publishers, inc., 1961, pp. 44-45. 

(2) Combes, F.C.: New York Physician & Am. Med. 33:3, 1949. 
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Most doctors agree that recommending Child 
Life Shoes is the first step to the best fit pos- 
sible. Child Life are designed to fit better... 
built to keep their shape and fit until the child 
outgrows the shoe. 


When suggesting Baby’s first shoes or writ- 
ing a shoe prescription for a youngster with a 
foot problem, remember Child Life Shoes and 
their competently trained shoe fitters can fit 
every type of foot. 


PROFESSIONAL RECOMMENDATION 


HERBST SHOE MANUFACTURING CO., Box 2005, Milwaukee 1, Wisconsin 


Podiatry Association, August, 1961 ; 54] 


| 
ita @ 
Child Li | 


JOURNAL 
OF THE 
AMERICAN PODIATRY 
ASSOCIATION 


The Official Publication 
of the 
Podiatry-Chiropody Profession 


3301 16th Street, N. W. 
Washington 10, D. C. 
NOrth 7-4587 


Editor 
A. Rubin 


Assistant to the Editor 
Lottie S. MacConnell 


Abstract Editor 
Florence A. Cooksley, A.B., M.A. 


National Advertising Representative 
The Gordon M. Marshall Company 
30 West Washington Street 
Chicago 2, Illinois 

15 West 44th Street 

New York, N. Y. 


EDITORIAL ADVISORY BOARD 


Samuel Brezak, New York; Conrad 
Dahl, Illinois; Lawrence Frost, Michi- 
gan; Felton O. Gamble, Arizona; Milton 
Henenfeld, New York; Harry Hoffman, 
Dist. of Columbia; Charles E. Krausz, 
Pennsylvania; Raymond K. Locke, New 
Jersey; Lyle R. McCain, Illinois; Jonas 
C. Morris, New Jersey; Pierce B. Nel- 
son, California; Ralph E. Owens, Okla- 
homa; John T. Sharp, Pennsylvania; 
Robert Shor, California; Marvin D. 
Steinberg, New York; Harold Wheeler, 
Illinois; Irving Yale, Connecticut; Louis 
P. Zulli, Pennsylvania. 


Indexed in Index Medicus, formerly 
Current List of Medical Literature, Na- 
tional Library of Medicine. 


Notice of change of address should 
be received six weeks before the change 
is to become effective. Old and new ad- 
dress must be given. 


The Journal of the American Podiatry 
Association is published monthly and 
copyrighted in 1961 by the American 
Podiatry Association. 


Entered as second class’ matter at 
the P. O. at Boston, Mass., March 27, 
1934, under the act of March 3, 1879, 
re-entered March 3, 1958, Publication 
Office, 375 Broadway, Boston, and Edi- 
torial Executive offices, 3301 16th St., 
N.W., Washington 10, D. C. 


TABLE OF CONTENTS 


The Medical Aspect of Foot and Leg Problems in 


Geriatrics 
Irving Smiler, D.S.C., F.A.C.F.O. 
Robert L. Horwitz, B.S., D.S.C. 


Vitamin E in the Treatment of Painful Feet and Legs 


Bernard S. Weinstock, D.S.C. 
What Is a Practice Worth? 

Daniel H. Fischman, B.S., Pod.D. 
Formula for Selling a Practice 

Jules Shangold, Pod.D. 

Frank Greenberg, Pod.D. 
A Junior Partner . . . or Not? 

Robert E. Elmann, B.S., D.S.C. 


A Percentage Breakdown of Patient Referrals 


Sam D. Zebrack, D.S.C. 
Clinically Speaking 


Edema Following Ultrasonic Therapy—A Case Report 
Irving H. Block, Pod.D., F.A.S.C.R. 


Kaposi's Sarcoma—A Case Report 
Louis Penensick, Pod.D. 


An Improved Mycologic Laboratory Aid—Prepared 


Glass Flasks 
H. C. Goldberg, M.D. 


President's Message—The Year, 1960-1961 


Public Education and Information 


The Podiatry Speaking Panel 
Robert Armstrong, D.S.C. 


Podiatry in a Veterans Administration Hospital 


Mildred K. Dixon, D.S.C. 


Pharmaceutical Preparations for the Profession 


Digests from the Literature 


Organization News 


National Board of Chiropody-Podiatry Examiners 
Chicago General Medical-Podiatry Hospital Association 


Membership Development . 
Women's Auxiliary Message 

Drew Research Grants-in-Aid, 1961-62 
Deaths Reported 

Legal and Legislative 

Dates to Remember 

Mood Elevators 

Advertisers Index 

Classified Advertising 


559 


563 


565 


567 


570 


572 


574 


576 


577 


578 


580 


582 


584 
586 
595 
599 
600 
601 
602 
602 
602 
603 


. 604 


605 
606 
607 


=>= 
SS 
|| 
| 
fr 
T 
{ 
li 
= 
: 2 F 
| 
gencesk| 
3 
| frat 
" 
: 


— 


t 
) 
n 


the choice--by acclamation! 
for therapy 


In the less than 2 years since griseofulvin —first orally effective antifungal antibiotic 
—was introduced, over 250 nadine inv estigators have published over 150 clinical 
reports and reviews in 20 countries concerning results in over 4,500 patients 
with dermatomycoses. Almost all of the patients benefited from griseofulvin. 
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DIAGNOSTIC SYMPOSIUM 


presented by the 


FELLOWS OF THE AMERICAN ACADEMY 
OF CHIROPODISTS, PODIATRISTS 


COMMODORE PERRY HOTEL, TOLEDO, OHIO 


OCTOBER 22, 23, 1961 


SCIENTIFIC CHAIRMAN—Dr. Stanley Michota, F.A.A.C. 
302 Paramount Building, Toledo 4, Ohio 


PROGRAM 


Dr. Bert Seligman 
Dr. Henry Brunsting 

Dr. Mieczysiaw Peszczynski 
Dr. Marvin Shapiro 
Dr. Bernard Shuer 

Dr. Irwin H. Frank 
Dr. William Tanner 
Thelma Cooper, R.N. 
Dr. Nancy Lu Conrad 


SPECIAL PROGRAM FOR THE LADIES 
Registration fee APA, CPA members $25.00 


Advanced Registration $20.00—mail to 


L. H. Cooper, DSC., FAAC. 
Secy., Treas. 
Ohio Building 
Sidney, Ohio 


544 


Vou. 51, No. 8, Journal of the American 


| 
| 
| | 
| 
| 
| 
| 
| 
| 
| 
| 
i | 
| 
| 
| 
| 
| 
| 
| 
| | 
| 


THE POPULAR SONICATOR 
for better results from ultrasonic therapy 


Tailor made to effectively reach the 
irregular contours of the extremities 


This powerful precision instrument is the modern concept 
of ultrasonic therapy devices. The patent-applied for 
feature of DIRECT CRYSTAL TO PATIENT CONTACT 
allows more effective and more uniform results, especially 
about the foot. ONLY $199.50 F. O. B. Pasadena, California 


=> LECTRONICS 


corporation 


Mettler Electronics Corp. © 114 W. Holly Street, Pasadena, Calif. 


[_] Send me a SONICATOR 


Address 


I'd like a Demonstration 
City, State 


[-] Send Latest Treatment 
Information (No Obligation) 
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New—for treatment of tinea pedis... 


Tinea trichophytosis of long duration— Marked clearing of lesions and infection 
before treatment. after treatment with CUPERTIN cream. 
(photos courtesy of Dr. N. Lambert, Nutley, N.J.) 


Topica J RTI N 


(diphenyipyraline hydrochloride, 2%) 


directly fights infection 
dramatically stops itch 


CUPERTIN cream is a unique, new single chemical with 
two distinct pharmacologic actions: 


1) antifungal—highly effective against many fungi 
2) antipruritic—for immediate relief of itching 
...and CUPERTIN cream is virtually non-sensitizing. 


In controlled studies’ of treatment of fungal infections, particularly tinea pedis, diphenyl- 
pyraline hydrochloride, 2%, proved to be a highly satisfactory agent in clearing the underlying 
fungus infection. The marked antipruritic property of the drug promoted prompt healing 
of lesions, reducing the urge to scratch and the danger of secondary infection.’ 


Non-sensitizing CUPERTIN is available on your prescription in 15-Gm. (14-0z.) tubes of 
diphenylpyraline hydrochloride, 2%, in a stainless, hydrophilic cream base. 


1. Sokoloff, O.: A.M.A. Arch. Dermat. and Syph. 64:754, 1951. 2. Van De Erve, J.: A.M.A. Arch. Dermat. and 
Syph. 68:572, 1953. 3. Bleiberg, J.: personal communication. 4. Tobey, J.: personal communication. 


Samples on request 


COOPER, TINSLEY Laboratories / Harrison, N.J. b 7 
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Oklahoma Chiropody 
Association 

Oregon Podiatry 
Association, Inc. 

Pennsylvania, Podiatry 
Society of 


Rhode Island 
Podiatry Society 

South Carolina Podiatry 
Association 

South Dakota Association 
of Chiropodists 

Tennessee Chiropody 
Association 

Texas, Chiropody 
Society of 


Utah Podiatry Association 


Vermont Chiropody 
Association 
Virginia, Podiatry 
Society of 
Washington State 
Podiatry Association 
West Virginia, Podiatry 
Society of 
Wisconsin Society 
of Chiropodists 
Wyoming Podiatry 
iety 


Women’s Auxiliary A.P.A. (N.A.C.)—Mrs. Cleotha Parham, 
Military Association of Podiatrists—Lt. John L. Charlton, Jr., 


Milton Werbel, 55 W. 42nd St., New York, N. Y. 
G. Hollander (Ex. Sec.), 30 Central Park, So., New York 19, N. Y 
Donald J. Cameron, 504 Murchison Bldg., Wilmington, N. C. 
Carlos T. Cooper, Jr., 303A Reynolds Bldg., Winston-Salem, N. C. 
T. W. Cockrell, Five Kemper Block, Minot, N. Dak. 

Martha Kilander, P. O. Box 1805, Minot, N. Dak. 

Wallace L. Beylin, 1755 W. Market St., Akron 13, Ohio 

Lon H. Cooper, 346-352 Ohio Bldg., Sidney, Ohio 

J. E. Farmer (Ex. Sec.) , Fifty W. Broad St., Columbus, Ohio 

Earl Weibel, 1921 N.W. 23rd St., Oklahoma City, Okla. 

Lafe C. Midkiff, 3101 Classen Blvd.. Oklahoma City, Okla. 

George McCauley, 4126 N. E. Broadway, Portland, Ore. 

William V. Wheeler, 405 High St., N. E., Salem, Ore. 

Joseph D. Fletcher, 520 Temple Bldg., New Castle, Pa. 

Arnold W. Newman, 5411 Chester Ave., Philadelphia, Pa. 

George W. Thomas (Ex. Sec.) , 227 State St., Harrisburg, Pa. 
Edward L. Hochman, 452 Main St., Pawtucket, R. I. 

Leonard H. Lerner, 1045 Warwick Ave., Warwick, R. I. 

James D. Hill, 122 W. Whitner St., Anderson, S. C. 

H. A. McAninch, 169 Hall St., Spartanburg, S. C. 

Fred D. Rule, 204 Kresge Bldg., Sioux Falls, $. Dak. 

E. A. Laga, 303 Medical Arts Bldg., Watertown, S. Dak. 

Donald R. Skwor, 1306 Exchange Bldg., Memphis, Tenn. 
Ronald E. Fields, 524 Bennie Dillon Bldg., Nashville, Tenn. 

Buford M. Sanders, 1000 Hospital Dr., Tyler, Tex. 

J. Gordon Russell, Goodhue Bldg., Beaumont, Tex. 

C. J. M. Roesch (Ex. Sec.) , 407 Austin Savings Bldg., Austin, Tex. 
Lorin L. Richards, 837 East 21 South, Salt Lake City, Utah 

Blaine C. Grose, 5168 S. State St., Murray, Utah 

Gray S. Clark, 128 Merchants Row, Rutland, Vt. 

Regis P. Nolin, 14 Clarke St., Burlington, Vt. 

Herman Chapel, New Monroe Bldg., Norfolk, Va. 

I. Leonard Kaplan, 718 Court St., Portsmouth, Va. 
Heber H. Routh, 511 Fidelity Bldg.. Spokane, Wash. 
Robert H. Armstrong, 409 General Insurance Bldg., 


Seattle 5, Wash. 


W. C. Baber, 204 Union Bank Bldg.. Clarksburg, W. Va. 
G. A. Taylor, Ist Huntington Natl. Bank Bldg., Huntington, W. Va. 


Eugene V. Hurtienne, 2705 North 8th St., Sheboygan, Wis. 
Michel M. Addis, Med. Arts Bldg., 945 N. 12 St., Milwaukee 3, Wis. 
E. O. King, 615 S. Durbin St., Casper 12, Wyo. 

Duane NeuSchultz, 2201 West A, Torrington, Wyo. 


AFFILIATED ORGANIZATIONS 


5328 E. 26th St., 


Tulsa, Okla. 
Podiatry Clinic, Walter Reed Army 


Hospital, Washington, D. C. 
American College of Foot Surgeons—J. M. Kohl, 3959 No. Lincoln Ave., Chicago 13, Ill. 
American Society of Chiropodical yy gig Starr, 1115 Main St., Bridgeport, Conn. 
Chiropody Bibliographical Research Society—S. E. Reed, 425, Kresge Bldg., Des Moines, Iowa. 
American College of Foot Orthopedists—Murray Bromberg, 56 Broad St., Bloomfield, N. J. 
American Association of Hospital Podiatrists—H. Charles Lilienfeld, 101 W. 57th St.. New York, N. Y. 
American Podiatry Students Association—Bruce Wood, 296 Eureka St., San Francisco, Calif. 
— Board of Chiropodical Dermatology—Joy E. Adams, Florida National Bank Bldg., St. 
burg, Fla. 


Peters 


RELATED 
Federation of Chiropody-Podiatry Boards—L. A. Hansen, 800 Professional Bldg., Kansas City, Mo. 
American Association of Colleges of Chiropody—Charles E. Krausz, 926 W. Lehigh Ave., Philadelphia, Pa. 
National Board of Chiropody Examiners—Pierce B. Nelson, 1770 Eddy St., San Francisco, Cal. 
American Academy of Chiropodists—Robert Smith, 77 James St. North, Hamilton, Ontario 10, Canada. 
Academy of Podiatry—Louis Lewy, 285 Madison Ave., New York, N. Y. 
American Podiatry Council—L. J. Friedman, 1186 Broadway, New York, ‘ 
Fellows Pedic Research Society—Irving M. Sward, 4948 W. Dempster Rd. Skokie, Ill. 
American Foot Health Foundation—Sidney Hirschberg, 107-07 Continental Ave., Forest Hills, N. Y. 


Accredited Colleges 


California Podiatry College M. J. Lewi College of Podiatry 
1770 Eddy Street, San Francisco, Calif. 53 East 12th Street, New York, N. Y. 


Chicago College of Chiropody Ohio College of Chiropody 
1422 W. Monroe Street, Siteeee. Hi. 2057 Cornell Road, Cleveland, Ohio 


Illinois College of Chiropody & Foot Surgery 
1327 North Clark Street, Chicago, Ill. 
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NEW 
4 APPROACH 
\ TO FOOT 


PROBLEMS 


Style No. 84 


MaAenVedic SCIENTIFIC CONSTRUCTION SHOES 


Preferred by the Nation’s Leading Foot-Fitting Specialists 


a Alden-Pedic lasts and shoes serve 3 purposes: 
* Long inside counter 
Right ond left ortho Fit the individual foot shape... 


heels, long inside 


Accommodate your prescribed corrections... 
Heavy gauge right 


ribbed steel Provide a stable, controlled foundation. 
if * New “Depth Design” Write us today for our new illustrated brochure of 
* “qecommodates pre- Alden-Pedic styles for men and boys and our new 
stribed corrections “Progress Report on Shoe and Last Design.” 
ALDEN SHOE COMPANY 
FOR BOOKL 
“AND NAME OF Cuslon Bootmakers Since 1884 


=o BROCKTON, MASSACHUSETTS 
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SHOES ANP 


STATE BOARD MEETINGS 
FOR EXAMINATION AND LICENSURE 
Alabama 


The Alabama Medical Board of Examiners. Board 
Secretary: Edward E. Sealy, 39 S. Perry St., Montgomery, 
Ala. 


Arizona 

Arizona State Board of be oe Examiners. Board 
Secretary: Martin Snyder, D.S.C., 2629 E. Broadway, 
Tucson, Ariz. 

Arkansas 


Arkansas State Chiropody Examining Board. Board 
Secretary: Dr. Bernard S. Paul, 1508 Rogers Ave., Fort 
Smith, Ark. 


California 


The California Chiropody Examination Committee will 
meet for examination tentatively Aug. 22-23, 1961 in Los 
Angeles; Oct. 17-18, 1961 in Sacramento. Board Chair- 
man: Abraham Hoffman, D.S.C., 2320 Sutter St.. San 
Francisco, Calif. Executive Secretary: Mr. Wallace 
Thompson, 1021 O St., Sacramento 15, Calif. 


Colorado 


Colorado State Board of Chiropody Examiners. Board 
President: Dr. G. F. Helbig, 327 Logan St., Denver, Colo. 


Connecticut 
The Connecticut Board of Examiners in Chiropody. Board 
Secretary: Dr. F. J. Ruggiero, 3 South Main Street, 


W. Hartford 7, Conn. 


Delaware 


The State Board of Chiropody Examiners of Delaware. 
Board Secretary: Dr. Bertram H. Blum, 112 So. State St., 
Dover, Dela. 


District of Columbia 


The Board of Podiatry Examiners of the District of 
Columbia. Board Secretary: Harry L. Hoffman, Ph.G., 
D.S.C., Dept. of Occupations and Professions, 1740 
Massachusetts Ave., N.W., Washington 6, D. C. 


Florida 


The Florida State Board of Chiropody Examiners. Board 


Secretary: Dr. Heywood A. Dowling, 203 Greenle 


Georgia 


The Georgia State Board of Podiatry Examiners. Board 
President: Dr. Charles W. Beasley, Jr., 1205 First Na- 
tional Bank Bidg., Atlanta, Ga. 


Hawaii 


The Hawaii Podiatry Board. Board Secretary: Dr. R. K. 
Lee, P.O. Box 3378, Honolulu, Hawaii. 


Idaho 


The Idaho State Board of Chiropody-Podiatry. Board 


hr gaa Dr. J. E. Franden, 412 Eastman Bldg., Boise, 
daho, 


Illinois 


The Illinois Chiropody Examining Committee. Superin- 
tendent of Registration: Fredric B. Selke, Room 112, 
State House, Springfield, Ill. 


Indiana 


The Indiana State Board of Podiatry Examiners. Board 
Secretary: P. T. Lamey, M.D., 422 Citizens Bank Bldg., 
Anderson, Ind. 


lowa 


The Iowa State Board of Chiropody Examiners. Board 


Secretary: Dr. C. C. Reinheimer, 111 W. 2nd St. South, 
Newton, Iowa. 


Kansas 


The Kansas State Board of Podiatry Examiners. Board 
President: Dr. L. E. Krause, 1107 Williams St., Great 
Bend, Kansas, or Kansas Board of Podiatry Examiners, 
872 New Brotherhood Bidg., Kansas City, Kansas. Board 
Secretary: F. N. Nash, M.D., 364 New Brotherhood Bidg., 
Kansas City, Kansas. 
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Kentucky 


The Kentucky State Board of Chiropody meets on the 
third Saturday and Sunday of June and the first Saturday 
and Sunday of December each year. The December 
meeting is for re-examination only. Board Secretary: 
Dr. Chester A. Nava, 4140 Shelbyville Rd., Louisville 7, Ky. 


Louisiana 


Louisiana State Board of Medical Examiners. Board 
Secretary: Edwin Lawson, M.D., 930 Hibernia Bank Bldg., 
New Orleans 12, La. 


Maine 


The Maine Board of Examiners in Chiropody and Podiatry. 
Board Secretary: Daniel A. Hanley, M.D., Box 637, 
Brunswick, Me. 


Maryland 


The Maryland Board of Chiropody Examiners. Board 
Secretary: Dr. S. Jack Kleger, 408 S. Division St., 
Salisbury, Md. 


Massachusetts 


The Massachusetts Board of Registration in Chiropody- 
Podiatry. Board Secretary: Dr. Charles H. Thorner, 910 
Furnace Brook Parkway, Quincy, Mass. 


Michigan 

The Michigan State Board of Registration in Chiropody 
will meet for examination in June of each year. Board 
Secretary: Dr. Albert G. Kalin, 24453 Grand River Ave., 
Detroit 19, Mich. 


Minnesota 


The Minnesota Board of Sey oo _Examiners. Board 
Secretary: Dr. Robert E. Ray, 512 N.W. Federal Bldg., 
Minneapolis, Minn. 


Mississippi 
The Mississippi State Board of Health. Board Secretary: 
Archie L. Gray, M.D., Box 1700, Jackson, Miss. 


Missouri 


The Missouri State Board of Chiropody. Board Secretary: 
Frank Fulkerson, 611 Clay St., Chillicothe, Mo. 


Montana 


The Montana State Board of Chiropody-Medical Examiners 
will meet when the need arises for reciprocity or examina- 
tion at the Capitol Bidg., Helena, Mont. Board Secretary: 
Dr. L. M. Jennings, 411 First National Bank, Bozeman, 
Mont. 


Nebraska 


The Nebraska State Board of Examiners in Chiropody. 
Board Secretary: Herman F. Gartner, D.S.C., First Natl. 
Bank Bldg., Lincoln, Nebr. 


Nevada 


The Nevada State Chiropody Board. Board Secretary: 
Dr. William A. Edwards, 150 No. Arlington St., Reno, 
Nev. 


New Hampshire 


The New Hampshire Board of Registration in Chiropody. 
Board On i Edward W. Colby, M.D., 61 8S. Spring 
St., Concord, N. H. 


New Jersey 


The New Jersey State Board of Medical Examiners meets 

semi-annually ~ examination on the third Tuesday, 

Wednesday, Thursday and Friday of June and October. 

Royal A. Schaaf, M.D., 28 West State 
. Trenton 8, N. J. 


New. Mexico 


The New Mexico State Board of Podiatry. Board Secre- 
tary: Morris Haas, D.S.C., 121 Sycamore St., N.E. 
Albuquerque, N. M. 


New York 


Ihe New York State Board of Podiatry Examiners. Board 
Secretary: James O. Hoyle, Ed.D., 23 S. Pearl St., Albany. 
New York. 
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in podiatric procedures 


PARENTERAL 


TRIAMCINOLONE DIACETATE LEDERLE 


the steroid of choice 


LITERATURE AVAILABLE ON REQUEST 


LEDERLE LABORATORIES 
A Division of 
AMERICAN CYANAMID COMPANY 


Pearl River, New York 
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State Board (Cont. ) 


North Carolina 


The North Carolina State Board of Chiropody Examiners. 
Board Secretary: Robert W. Getchell, D.S.C., P.O. Box 
796, Goldsboro, N. C. 


North Dakota 


The next board meeting of the North Dakota Board of 
Registration in Chiropody will be held for reciprocity and 
examination at call at 301 Black Bldg., Fargo, N. Dak. 
Board Secretary: Joseph E. O’Brien, D.S.C., P.O. Box 872, 
Bismarck, No. Dak. 


Ohio 


The Ohio State Medical Board. Examiner in Chiropody: 
H. M. Platter, M.D., 21 W. Broad St., Columbus, Ohio. 


Oklahoma 


The Oklahoma State Board of Chiropody. Board Secre- 
tary: Dr. Warren D. Long, 1217 No. Walker St., Okla- 
homa City, Okla. 


Oregon 


Oregon State Chiropodists’ Examining Board. Board Sec- 
retary: Richard H. Wilcox, M.D., 914 State Office Bidg., 
Portland, Ore. 


Pennsylvania 


Pennsylvania State Board of Chiropody Examiners. Board 
one Dr. Jack S. Pincus, 26 N. 3rd St., Harrisburg, 
a. 


Rhode Island 


The Rhode Island Board of Examiners in Chiropody. 
Administrator: Thomas B. Casey, 366 State Office Bidg., 
Providence, R. I. 


South Carolina 


The South Carolina Board of Podiatry Examiners will 
meet for examination Aug. 6-10, 1962 at 122 W. Whitner 
St., Anderson, S. C. Board Secretary: Dr. James D. Hill, 
122 W. Whitner St., Anderson, S. C. 


South Dakota 


The South Dakota State Board of Chiropody Examiners 
will meet at the discretion of the Board. Board — 
Viola Marr, 115 N. Main Ave., Sioux Falls, S. 


Tennessee 
The Tennessee Board of Registration in Chiropody. 


Board Secretary: Stephen A. Lamm, 3355 Poplar Ave., 
Memphis, Tenn. 


Texas 
The Texas State Board of Chiropody Examiners. Board 


Secretary: Dr. Lewis M. Hoppock, P. O. Box 3315, 
Temple, Tex. 


Utah 


The Utah State Board of Chiropody Examiners. Board 
Secretary: Ward A. Burbidge, 1015 Medical Arts Bldg., 
Salt Lake City, Utah. 


Vermont 
Vermont Chiropody Association. Board Secretary: Gray 


S. Clark, Service Bidg., Rutland, Vt. 
Virginia 
Virginia Board of Medical Examiners. Board Secretary: 


Russell M. Cox, M.D., 509 Professional Bldg., Ports- 
mouth, Va. 


Washington 

The Washington State Chiropody Examining Committee 
usually holds Basic Science and Chiropody examinations 
the first and/or second week in January and July at the 
University of Washington, Seattle, Wash. Board Secre- 
tary: Thomas A. Carter, Administrator, Department of 
Licenses, Olympia, Wash. 


West Virginia 


Medical Licensing Board of West Virginia. Board Secre- 


tary: N. Dyer, M.D., 1800 E. Washington S8t., 
Charleston, W. Va. 
Wisconsin 


The Wisconsin State Board of Examiners. Board Secre- 
tary: Roy M. Cowen, 2018 E. North Ave., Milwaukee 2, 
Wis. 

Wyoming 

The Wyoming State Board of Registration in Chiropody- 


Podiatry. Board Secretary: Dr. J. W. Scott, 21 East 
Works St., Sheridan, Wyo. 


RUBEFACIENT 
THERAPY 
FOR THE 


2 FLUID 
OUNCES 474 


BANALGe | 


4 MILD ~NON-GREASY 
LINIMENT 
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vol. 


In a clinical study* of 170 podiatric cases, 
BANALG Liniment with effleurage was 
found to be effective for the follow-up 
treatment of arthritis, strained plantar 
fascia, bunions, achillodynia, myalgia, 
tendonitis, stiff joints, and ankle sprains. 
Reprint mailed on request. 


BANALG Liniment is widely used by physicians for 
relief of arthritic, rheumatic and muscular pains. Mild, 
non-greasy, effective. Supplied in 2 oz. bottles at all 
drugstores. 


Professional samples and formula on request. 


CHEMICAL COMPANY 


3715-31 Laclede Ave., St. Louis 8, Mo. 
“Walker, M. H., Rubefacient therapy for the feet, 


Journal of the American Podiatry Association, 
50, Oct. 1960. 
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Athlete’s foot is caused by fungi invading the 
horny, keratinized layers of the skin not 
reached by the normal blood supply. Topical 
application of DESENEX, a combination of zinc 
undecylenate and undecylenic acid, brings 
these powerful antifungal agents into direct 
contact with troublesome fungi and quickly re- 
lieves—aad arrests —the annoying condition. 

Hundreds of thousands of athlete’s foot in- 
fections have been arrested by topical treat- 


ment with DESENEX, among the best tolerated 
of all potent fungicidal agents. 

And DESENEX is inexpensive—only pennies 
per treatment: DESENEX Ointment can be ap- 
plied liberally to both feet every night for a 
week and a half from only a single tube. Itching 
and discomfort are stopped almost immedi- 
ately. DESENEX is also recommended for treat- 
ment of other susceptible fungus infections of 
the skin and nails. 


Dosage: At night, supply Ointment liberally to infected 
and surrounding areas. In the morning, rub or shake 
powder into the shoes and feet. 

Supplied: Ointment—1 oz. tubes and 1 Ib. jars. Powder 
—1% oz. and 1 Ib. containers. Solution (Undecylenic 
acid)—2 fl.oz.and1qt. bottles. Aerosol Spray—6 0z.cans. 


Maltbie Laboratories Division, 
Wallace & Tiernan inc., Belleville 9, N. J. 
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Available in Canada through Elliott-Marion Company, Ltd., Montreal 


| 
f 
PO-11 
553 


_Announcing 


An Officially Sponsored 
GROUP PLAN 
OF 


PROFESSIONAL OVERHEAD 
EXPENSE INSURANCE 


DESIGNED TO ENABLE YOU TO KEEP 
YOUR OFFICE OPEN IN THE EVENT 
OF YOUR DISABILITY WITH 
TAX DEDUCTIBLE PREMIUMS. 


For Full Details 
Write 
APA GROUP INSURANCE PROGRAM 
3301—16th Street, N.W. 
Washington 10, D. C. 
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Because RANDY PEDICS gives the entire 

\ family Leather shoe Protection in Canvas 
Footwear. RANDY PEDICS are longer 
wearing . . . best fitting . . . washable 
. . and are designed for proper 
foot care with SPRING STEEL 
SHANK, RIGHT and LEFT 
REINFORCED COUNTERS, 
and FULL ARCH and 
HEEL CUSHION. 


Popularly Priced 


Write Dept. AP for Free informative Book- 
let on "Facts About Vulcanized Footwear." 


RANDY PEDICS 


a division of 
Randolph Shoe Co., Inc. 
RANDOLPH, MASS. | 
See us in Booth 51, Americana Hotel, Miami 
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pate: 
RANDY pEDICS PRESCRIPTI 
CANY AS BBERSOLE SNEAKERS 
with 3 Point Suspensio” F 0 
steel Arch BETTER 
Firm Supportin’ Right 
and Left Counters F0 OT 
y-.. RANDY PED 
Cc 
> 
REINFORCED : 


COUNCILS and COMMITTEES 


COUNCIL ON EDUCATION 
F. S. Schwarz, Chairman. 1825 5th Ave., Troy, N. Y.; I. Yale. Vice Chairman, 364 E. Main 
St.. Ansonia, Conn.; P. R. Brachman, Secretary, 25 E. Washington St., Chicago, Ill.; E. N. 
Barron, 900 W. 4th St., Little Rock, Ark.; Milton H. Gennis, 1432 S. Peoria Ave., Tulsa, 
Okla.; R. K. Locke, 142 Engle St., Englewood, N. J.; P. B. Nelson, 1675 E. 14th St., San 
Leandro, Calif.; Max Pomerantz, M.D., 2057 Cornell Rd., Cleveland, Ohio; E. L. Tarara, 
Mayo Clinic, Rochester, Minn.; G. R. Tobin, 153 3rd Ave., N., Twin Falls, Idaho. 
CONSTITUTION AND BY-LAWS COMMITTEE 
Leroy C. Numbers, Chairman, 1327 N. Clark St., Chicago, Ill.; Joy E. Adams, Florida Na- 
tional Bank (Bldg., St. Petersburg, Fla.; Joseph D. Fletcher, 520 Temple Bldg., New Castle, Pa. 
DIVISION OF EXTERNAL AFFAIRS 
Benjamin C. Mullens, Director, Security Mutual Bldg., Binghamton, N. Y. 
Council on Public Education and Information 
James A. Conforti, Chairman, 767 Broadway, Bedford, Ohio; Edward H. Bier, 417 Wash- 
ington St., Hoboken, N. J.; H. L. Collins, 318 E. State St., Columbus, Ohio; J. E. Green, 108 
Murray St., Binghamton, N. Y.; S. S. Rudnick, 229 Main St., West Haven, Conn. 
Council on Extra-Professional Relations 
Earl G. Kaplan, Chairman, 14608 Gratiot Ave., Detroit, Mich.; N. C. Bianco, First Central 
Tower, Akron, Ohio; J. A. Conforti, 767 Broadway. Bedford, Ohio; L. E. Johnson, 4346 Deg- 
nan Blvd., Los Angeles, Calif.; A. G. Kalin, 24453 Grand River Ave., Detroit, Mich.; E. F. 
Weiner, 450 7th Ave., New York, N. Y.; Andrew S. Anastasio, 646 George St., New Haven, 
Conn. 
Council on Allied Health Relations 
Ralph E. Owens, Chairman, 1700 Exchange Blvd., Oklahoma City, Okla.; Clarence Bookbinder, 
319 W. Broad St., Burlington, N. J.; George E. Guenzler, 104 Professional Bldg., Freeport, II1.; 
H. H. Johnson, 510 W. Broadway, Enid, Okla.; L. G. Lefler, 329 W. 6th St., Fremont, Neb.; 
David Simon, 2992 Bailey Ave., Buffalo, N. Y.; Edward Tornow, 6135 Wilshire Blvd., Los 
Angeles, Calif. 
DIVISION OF INTERNAL AFFAIRS 
Joy E. Adams, Director, Florida National Bank Bldg., St. Petersburg, Fla. 
Council on Professional Information 
William A. Edwards, Chairman, 150 No. Arlington Ave., Reno, Nev.; B. C. Egerter, 507 
Liberty Ave., Pittsburgh, Pa.; H. Feinberg, 1680 Meridian Ave., Miami Beach, Fla.; Chester 
Nava, 4140 Shelbyville Rd., Louisville, Ky. 
Council on Membership Development 
Harry I. Horowitz, Chairman, 80-96 Steinway St., Astoria, L. IL, N. Y.; S. O. Burgess, 17189 
Schaefer, Detroit, Mich.; J. C. Pankratz, 275 North St., Meadville, Pa.; I. Pashin, 12 Cath- 
arine St., Poughkeepsie, N. Y. 
Council on Scientific Sections 
L. ‘B. Thompson, Chairman, 5613-7th Ave., Kenosha, Wisc.; M. Bromberg, 56 Broad St., 
Bloomfield, N. J.; W. F. Eads, 1651 Garnet St., San Diego, Calif; K. C. Nielsen, City Na- 
tional Bank Bldg., Omaha, Neb.; Richard O. Schuster, 14-15 160th St., Whitestone, L. L, 
N. Y.; Irving Yale, 364 E. Main St., Ansonia, Conn. 
Appeals and Controls Commission 
Donald J. Cameron, Secretary, 504 Murchison Bldg., Wilmington, N. C. 
DIVISION OF SPECIAL AFFAIRS 
Robert Shor, Director, 4480 Crenshaw Blvd., Los Angeles, Calif. 
Audio-Visual Council 
Marvin W. Shapiro, Chairman, Toledo, Ohio; W. L. Beylin, Akron, Ohio; M. M. Greenfield, 
Toledo, Ohio; C. S. Kaczmarek, Toledo, Ohio; Robert Weinstock, Grosse Pointe Woods, 
Mich.; George Dame, Secretary, 3301 16th St., N. W., Washington, D. C. 
Council on Podiatry Therapeutics and Pharmacy 
Harry L. Hoffman, Chairman, 1098 National Press Bldg., Washington, D. C.; F. N. DiGilio, 
Skokie, Ill.; A. V. Johnson, Midland, Tex.; E. C. Meldman, Milwaukee, Wisc.; S. Moskow, 
Washington, D. C.; R. E. Owens, Oklahoma City, Okla. 
Council on Foot Wear 
Edward C. Meldman, Chairman, 161 W. Wisconsin Ave., Milwaukee, Wisc. 
SPECIAL COMMITTEES 
Children and Youth Fitness—John T. Sharp., 2002 Woodland Rd., Abington, Pa. 
Aging—Edward L. Tarara, Chairman, Mayo Clinic, Rochester, Minn.; Robert A. Giudice, 
118 S. W. 4th Ave., Gainesville, Fla. 
Nomenclature—Peter N. Varzos, 25 E. Washington St., Chicago, III. 
Farm Foot Health—Ralph C. Kirkwood, Kresge Bldg., Des Moines, Iowa. 
Advisory Committee on Civil and Defense Emergency Medical Care—Arthur E. Helfand, St. 
Luke’s and Children’s Medical Center, Franklin and Thompson Sts., Philadelphia, Pa. 
Medical Liaison—George Guenzler, Chairman, 104 Professional Bldg., Freeport, [l.; Marvin 
Shapiro, Toledo, Ohio; Douglas T. Mowbray, Waterloo, Iowa; A. Rubin, Secretary, 3301 
16th St., N. W., Washington, D. C. 
FEDERAL AFFAIRS ADVISORY COMMITTEE 
Charles Turchin, 818 18th St., N. W., Washington, D. C. 
COMMITTEE ON ARRANGEMENTS 1961 ANNUAL MEETING 
Seward P. Nyman, Convention Manager, 3301 16th St., N. W., Washington, D. C.; Edward 
B. Hurd, 623 Dupont Bldg., Miami, Fla., and Herbert Feinberg, 1680 Meridian Ave., Miami 
Beach, Fla., General Co-Chairmen. 
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personal contour shoes are 


to fit 
your patient...perfectly! 


they are the 
ONLY shoes 
made by “QUICK 
CAST ” a com- 
pletely safe and 
accurate casting 
technique. 


the result is a top 
quality perfect- 
fitting shoe... 
fully guaranteed 
for patient and 
doctor. 


It is the unique QUICK CAST method which makes possible our 
unconditional guarantee that Personal Contour Shoes will fit 
perfectly and be completely comfortable. If factory adjustment 
is required, it is made instantly and at no additional cost. Unless 
your patient is completely satisfied, his money is refunded. 


QUICK CAST is the fastest, neatest, most accurate casting 
method known, and can be performed by the doctor in just 15 
minutes. The exclusive gelatinous mold is entirely safe to the 
skin; eliminates the heat radiation of conventional plaster which 
could be dangerous to some patients. 

Personal Contour Shoes, made directly from these castings, are 
hand-crafted of the world’s finest leathers, and are offered in 
6 different styles and 20 handsome colors. 


Write today for color brochure 


personal contour shoes 


70-A, Washington ‘Street, Haverhill, Mass. U.S.A. 
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can unlock the door to successful treatment... 


by a three-fold attack essential for effective control: 


EO eee. penetrating vehicle— that reaches the fungi in deep keratin layers. 


€ multiple antimycotic action—in vivo— 1) kills fungi by direct 
tanning action, 2) lowers local pH, 3) inhibits local sweat production} 


et prolonged action— sustained release medication film provides, 
continuous 12-hour antifungal action. 


But—the door to success opens wide only when OnycHO-PuyTEXx is combined with: 

@ Thorough and regular debridement (in your office) of affected nails by chemical or mechanical. 
means, to remove piled-up horny growth. 

@ Conscientious patient cooperation at home in carrying out the twice daily application schedule 
for an adequate period. Visible improvement (healthy new nail growth) should not be ex- 
pected for several months. Patient instruction sheets are available to you on request as an aid 
in gaining long-term cooperation. 

Formula: each cc. contains 

Borotannic complex (derived from: Tannic acid 46 mg., Boric acid 29 mg.)........... 75 mg. 
Ethyl alcohol (by volume) 


Supply: In bottles of 15 cc. and 30 cc. with brush in cap—on prescription only. 


WYNLIT PHARMACEUTICALS, INC., MADISON, NEW JERSEY @gqa> 
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The Medical Aspect of Foot and Leg Problems in Geriatrics 


In the past two or three Jecades the life 
expectancy of our older citizens has been 
greatly increased. 
vancement profoundly affects the profession 
of chiropody-podiatry and others whose in- 
terest lies in the care of the human foot 
in health and disease. A recent issue of the 


This great social ad- 


Journal of the American Podiatry Associa- 
tion stated that, “the geriatric patients may 
constitute as high as 50 percent of the 
patient volume of the foot specialist.” For 
this reason an understanding of chiropody- 
podiatry is necessary in geriatrics. 

Geriatric foot ailments comprise both 
acute and chronic conditions involving the 
lower extremities, and arise from mechan- 
ical, pathological, or traumatic factors. 
These ailments 
nearly all other organic diseases of the 
body, including skin diseases, circulatory 
problems, arthritis, orthopedic ailments 
and metabolic diseases. 


can be associated with 


The skin and nails show many pathologi- 
cal conditions in the geriatric patient. The 
aging process may bring on dryness of the 
skin in the lower extremities with atrophy. 
This seems peculiar to the white race. 
There is a loss of subcutaneous and elastic 
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The 
common complaint of the aged regarding 
the skin is pruritus. Generally speaking, 
in the elderly, eczema, ulcers of the leg and 
feet, and fungus infections are prevalent. 


tissue resulting in wrinkling. most 


In the aged, eczema is common. Eczema 
is not a disease, but a symptom complex in 
a predisposed individual to an external 
ecvematogenetic irritant to which the skin 
has acquired sensitivity. 

The lesion appears reddened, scaly, dry, 
sometimes vesicular. Pruritus may be the 
major complaint. In eczema where no spe- 
cific cause is established, the therapy con- 
sists of a protein diet, antihistamine drugs 
and cod liver oil lotions. The frequency 
of bathing should be limited, and a soap- 
like vehicle, instead of soap, utilized to pre- 
serve the normal acid-mantle of the skin. 
Varicose veins can be responsible for a type 
This 


condition appears scaly with a brownish 


of eczema known as varicose eczema. 


pigmentation, and here again the symp- 
tom of pruritus may be present. 

Ulcers of the leg and feet are prevalent, 
and, the geriatric patient is prone to this 


* Members of the Committce on Geriatrics, The 
Greater Philadelphia Chiropody-Podiatry Society. 
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problem. The diagnosis of the underlying 
cause of the ulcer is of paramount con- 
sideration. “The ulcer is an open sore other 


than a wound, with a loss of substance on 
the top layer of the skin or the mucus sur- 
face, causing gradual loss and destruction 
of the tissue. Some common types of ulcers 
of the lower extremities are diabetic, vari- 
cose, perforating, atrophic, gouty, luetic, 
tuberculous, malignant and traumatic. 
Circulatory problems are common in 
geriatric patients. “he arteries must carry 
the blood a great distance to supply the 
feet. ‘Lo return the used blood to the heart, 
there are two systems of veins, deep and 
superficial, with a valve system. In ad- 
vanced years many of these vessels undergo 
deterioration leading to circulatory trouble. 
Some of the more common symptoms and 
signs suggestive of circulatory insufficiency 
can be: 
1. Swelling of the feet and ankles. 
2. Night cramps in the extremities. 
3. Pain in the legs after walking short 
distances. 
4. Lowered skin temperature with inabil- 
ity to keep the feet warm. 
Loss of adipose tissue on the padded 
surfaces of the feet. 
6. Chronic ulcers of the legs and feet. 
Absence or diminished pulsation of the 
arteries to the lower extremities. 
8. Arterial calcification visible on radio- 
graphic studies. 
9. Burning and tingling of the feet. 
10. Enlargement of the superficial veins 
of the lower extremities. 
Arteriosclerosis is one of the more com- 
mon circulatory diseases to which the aged 
are prone. There are four categories of 
arteriosclerosis: (1) Ménckeberg’s sclerosis; 
calcium deposits in the middle layer of the 
arterial wall; this type seldom causes com- 
plications; (2) hyperclastic arteriosclerosis, 
a small diseased lumen associated with hy- 
pertension; (3) atherosclerosis, fatty depos- 
its in the inner portion of the wall of the 
lumen, obliterating part of the lumen with 
a porridge-like softening; (4) thromboangi- 
itis obliterans (Buerger’s Disease). This is 


or 
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an occlusive vascular phenomena, and runs 
a progressive chronic course involving the 
veins, arteries and nerves. This disease may 
be due to a peculiar constitutional idio- 
syncrasy to some substances in tobacco as 
yet not fully understood. This reduction 
in local arterial blood flow and the subse- 
quent lack of nutrition reaching the tissues 
can result in gangrene. Exercises especially 
devised by Buerger are utilized in the ther- 
apy of thrombo-angiitis obliterans. 

In the differential diagnosis of arterio- 
sclerosis and thrombo-angiitis obliterans, 
the former is primarily found in the 55-85 
year age group and the latter found in the 
25-45 year age group. However, we deem 
it important to mention thrombo-angiitis 
obliterans at this point because it is not 
uncommon for the practitioner in geriatrics 
to encounter the ravages of this disease. 

Venous diseases are commonly found 
associated with geriatric patients. The 
blood cannot return in a normal fashion 
to the heart. The blood, therefore, returns 
very slowly causing areas of enlargement of 
the veins. Because of a relative lack of ex- 
ternal support, the superficial veins depend 
more on their valves than do the deep ones. 
Heredity seems to have an influence on the 
frequency of occurrence of varicose veins, 
because the strength and elasticity of the 
walls of some persons’ veins are relatively 
weaker. 

Phlebitis and thrombophlebitis should 
also be considered as additional complica- 
tions of diseases of the veins involving our 
senior citizens. Phlebitis is an inflamma- 
tion of the veins which may destroy the 
valves, resulting in varicose veins. Throm- 
bophlebitis is an inflammation in or around 
a vein with a clot formation. 

Cerebral apoplexy (stroke) oftentimes 
can result in a disability, ranging from a 
simple muscle weakness to a complete 
paralysis, involving the lower extremities. 
Judicious care can serve as an invaluable 
aid in the physical and mental rehabilita- 
tion in helping this afflicted patient to re- 


gain as nearly as possible a normal way 
of life. 
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Age at onset 
Sex incidence 
Body build 
Type of onset 


Etiology 


(causes) 


Joints involved 


Joint swelling 


Deformities 


Muscular system 


Subcutaneous 
nodules 


Synovial fluid 
Pain 


Temperature 

Laboratory 

a. Sedimentation 
rate 

b. Blood cells and 
Hemoglobin 

c. Blood uric acid 

d. Serologic 
reactions 

X-ray Findings 


Diagnostic 
drug tests 


Course of 
disease 


TABLE | 
Differential Diagnosis of Primary Arthritic Disorders 


Rheumatoid Arthritis 
15-35 vears 
Females, 3 to 1 
Mostly thin 
Insidious 


heories: infection, 
hypersensitive state, 
emotional metabolic 
and endocrine 
abnormalties, ete, 
Small joints of hands 
and feet characteristic 
symmetrical involve- 
ment usually 

Soft tissue swelling of 
the proximal jaints 
of fingers and toes, 
(fusiform swellings) 
and joint effusion 
Flexien deformity and 
ankylosis in late stage 
Muscular spasm 
often marked 
muscular atrophy 

15°, of the patients 


Increases, sterile 
Mild to severe; most 
severe on awakening, 
lessening with day's 
activity 

Fever often 


Elevated in an 
active Case 
Anemia 


Normal 

Special agglutination 
tests positive 

Soft tissue swelling; 
early decalcification of 
bone, decrease in joint 
space, bony ankylosis 
end results 

None 


Progressive and chronic 
with remissions 
and exacerbations 


Osteoarthritis 
0-55 years 
Equal 
Often overweight 
Very insidious 


Aging, obesity and 
joint trauma 


Weight-bearing joints 
particularly, also joints 
of fingers and toes, 
asymmetrical 

Rarely soft tissue 
swelling, joints 
involved are bony 
overgrowths 
(Heberden’s Nodes) 
Infrequent 


\trophy infrequent 


None 


Normal 
Mild to moderate, 
most pronounced 


Normal 
Normal 
Normal 


Normal 
Negative 


Bony lipping, and spurs 
along articular bone 
margins. No decalcifi- 
cation; degenerative * 
changes of bone latet 
None 


Slow progress 


Although diabetes mellitus is a metabolic 
disturbance we must consider it here be- 
cause of the secondary effects involving the 
feet of the lower extremities. Diabetes, in 
time, causes poor circulation in the legs, 
leaving them prone to infection, poor heal- 
ing or gangrene. Diabetics will live longer, 
more happily and more efhiciently if they 
will learn to take good care of their feet. 
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Gouty Arthritis 
Over 40 years 
Males, 19 to | 
Often obese 
\brupt, often 
occurs at night 
Dietary or alcoholic 
excess, trauma, 
infections 


Great toe is over 60°, 
of initial attack, rarely 
spine and hips, 
asymmetrical 

Marked soft tissue 
swelling with deep red 
purple color to skin 


Ankvlosis of hands o1 
feet in chronic cases 
No involvement 


None; tophi in chronic 
gout, sometimes 
mistaken for nodules 
Increased 

Excruciating 

in attacks 


Fever 


Elevated during 
acute atiack 
Leukocytosis 


Usually elevated 
Negative 


Punched out areas of 
bone crosion, bony 
tophi in 50°; 


Prompt response to 
Colchicine in acute 
exacerbations 
Infrequent short attacks 
often leading to chronic 
progressive course 


The diabetic patient should realize that his 
feet are one of the important links in his 
chain to continued health. Because of poor 
circulation in the extremities and the pres- 
ence of sugar in the blood and tissues, the 
diabetic is highly susceptible to infection. 
The diabetic patient has learned that he 
must abide by his diet and not simply rely 
on insulin. Another invaluable aid to the 
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diabetic is foot care by a podiatrist (chi- 
ropodist) . 

Edema of the lower extremities is a symp- 
tom not uncommon to older folks. It is an 
alteration of body fluids (of salt and water) 
and can be unilateral or bilateral. Causes 
of unilateral edema are varicose veins, 
thrombophlebitis, angioneurotic edema, 
cellulitis, trauma, lymphedema, abdominal 
tumors and various orthopedic ailments. 
Bilateral edema may be associated with 
heart disease, kidney ailments, anemia, 
myxedema, allergy, abdominal tumor, beri- 
beri, menstrual cycle and multiple neuritis. 

Arthritis is one of the most painful and 
crippling diseases in the United States and 
it is commonly found in the aged. More 
than eleven million people in the United 
States are afflicted with some form of 
arthritis, an inflammatory disease center- 
ing its attack on the joints and their asso- 
ciated connective tissues. This disease is 
classified in several ways but the most com- 
mon is osteoarthritis, gout, traumatic, and 
rheumatoid arthritis. Early diagnosis and 
proper classification of the specific type of 
arthritis is of paramount importance. (See 


Table 1.) 


We have attempted to present the medi- 
cal aspect of foot and leg problems in 
geriatrics; however, it must be remembered 
that the majority of routine conditions 
which the chiropodist-podiatrist treats in 
his scope of practice can be also classified 
in the category of geriatrics. Obesity may 
be an underlying causative factor in adding 
to the symptoms of many foot and leg 
problems. 

Many of the foot and leg ailments in 
geriatrics can be helped to some degree 
with the accepted orthopedic measures and 
various physical therapy modalities. This 
is important in the rehabilitation of foot 
and leg problems of our older citizens. 
Some of the physical modalities are: whirl- 
pool hydrotherapy baths, galvanic ion- 
tophoresis, paraffin baths, sinusoidal cur- 
rents, infra-red, ultra-violet, ultra-sound 
short wave diathermy, massage, and active 
and passive exercises. In any form of phys- 
ical therapy, especially when dealing with 
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older folks, a complete analysis must be 
made first, considering: (1) The modality 
best indicated; (2) The correct application 
of the modality of choice; (3) Judicious 
care in the use of the equipment to be 
sure that no harm is done; (4) Considera- 
tion of the contraindications; (5) Care to 
avoid over-treatment; and (6) Proper in- 
terpretation as to the effect of the modality 
of choice. 

For neuro-muscular analysis treat- 
ment of the lower extremity, we prefer the 
Variometer.®! The Variometer creates a 
mental awareness of the treatment, reinforc- 
ing the therapeutic effects. This modality 
creates a ballistic form of current impulse 
with less undesirable annoying effects and 
precision current stimulation. There is a 
reduction in the necessary treatment time 
and a specific selectivity of muscles. Wher- 
ever possible, we feel this is the modality 
of choice for patients of advancing years. 

A survey of ailments of the lower extrem- 
ities in geriatrics was made and is listed in 
alphabetical order. One hundred patients, 
from the ages 65 to 95 were examined. Of 
the patients surveyed, 759% were ambula- 
tory. Almost all had more than one con- 
dition. 


1. Arthritis 30 
oO 
2. Arterial pathology 25% 


3. Chiropodical excrescence 
(corns, calluses, etc.) 


a. Infected 9%, 

b. Non-infected 37% 
4. Diabetes mellitus 16% 
5. Fractures 4% 
6. Hallux conditions 24%, 
7. Heart ailments 25% 
8. Metatarsal problems 45%, 
9. Neurological disorders 4%, 
10. Skin ailments 10% 
ll. Pes cavus 13% 
12. Pes valgo planus 40% 
13. Cerebral stroke 71% 
14. Venous pathology 


15. Patients requiring some attention 
to the toenails for various reasons 80% 


®1Horwitron Electro-Medical Company, Philadel- 
phia, Pa. 
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Summary and Conclusions 

In no other area of the body do the 
manifestations of the aged appear so 
clearly as they do in the feet. This paper 
shows how many ailments of geriatric pa- 
tients are seen in the lower extremities. A 
survey was conducted in four old-age 
homes,+ as to the prevalencies of ailments 
of the lower extremities. Our statistical 
chart represents only the generalized find- 
ings and is not meant to include each 
specific entity described in this paper. 

The material presented shows the im- 
portance of the foot specialist as a part of 
the team helping the geriatric patient. 
Teamwork among the orthopedists, intern- 
ists, chiropodist-podiatrist, and general 
practitioner is of paramount importance 
in the treatment of geriatric patients. 
1546 Pratt St. 
1161 Easton Road 
+ The Baptist Home, The Boulevard Nursing 


Home, The Greenhill Nursing Home, and The 
Wynnebrook Nursing Home of Philadelphia, Pa. 
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(Brochure) . 


Vitamin E in the Treatment of Painful Feet and Legs 


Viramin E is a fat soluble vitamin found in 
normal animal musculature. How this oc- 
curs is not known, although it seems to be 
associated with the anti-oxidant properties 
of the vitamin. 

Vitamin E is found in cereals, nuts and 
leafy green and yellow vegetables, particu- 
larly wheat germ oil. It is found stored to 
some extent in animal tissues; particularly 
in fat fractions. The liver stores large 
amounts of Vitamin E when the intake is 
high. 

There are three other closely related com- 
pounds that exert a Vitamin E effect, A, 
B2 and a-tocopherol. Of these, a-tocopherol 
has the greatest biological effect. 

Vitamin E is one of the few vitamins that 
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is not fully understood. Lubin and Walt- 
man,” in 1941, reported on the use of Vita- 
min E in preventing abortions. For some 
years thereafter Vitamin E was used in this 
treatment with mixed success. Shute,? dur- 
ing the early ’40’s and 50's, used Vitamin E 
in treatment of intermittent claudication 
and cardiovascular diseases with excellent 
results, but his work too has met with mixed 
and sometimes violent denunciation by the 
medical profession as a whole. 


In 1955, Schreiber* reported the use of 
Aquasol E®! in degenerative diseases of the 


* Staff chiropodist, Ohio Eastern Star Home, Mt. 
Vernon, Ohio 

RU, §. Vitamin and Pharmaceutical Corp., New 
York, N. Y. 
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lower extremities. Upon reading of his 
work with Aquasol E, [ became interested. 

While at Brooke Army medical center 
during 1955-1956, 1 used Vitamin E with 
very encouraging success. Upon returning 
to private practice | continued to use Vita- 
min E with promising results. During 1957 
1 decided that since my results showed 
promise | would conduct a clinical evalua- 
tion of Aquasol E under as close to con- 
trolled conditions as possible in private 
practice, This paper reports on my findings 
in 72 cases. 

The following case types were evaluated: 
(1) cold feet and legs, (2) cramps in the 
legs and feet at night, (3) chronic unre- 
mitting low grade phlebitis, (4) varicose 
ulcers that do not respond to conventional 
therapy and require supportive therapy, 
(5) diabetic ulcers, (6) general supportive 
therapy in tired painful feet and legs. 

Dosage of Aquasol E, in my opinion, must 
be high to start and then adjusted down- 
ward to minimal optimum dosage. Each 
case must be evaluated separately. Our 
average case showed good response to Aqua- 
sol E with two 100 LU. caps t.i.d. for first 
3 days, then reducing dosage to one cap 
for next week. 

The doctor and patient should note an 
improvement within 2 weeks. The dosage 
alter initial 2 weeks’ trial should be adjusted 
to the lowest possible maintenance dose, 
usually one 100 1.U. cap a day. Each case 
must be evaluated on its own. It has been 
my experience that a patient will be re- 
quired to be on a maintenance dosage for 
several months and should be checked on a 
monthly basis. 


Results 

Seventy-two patients, ranging in age from 
16 to 80 years, 21 male and 51 female, 68 
Caucasian and 4 Negroid, were evaluated 
over a 28-month period with satisfactory 
results in 65 patients. Three patients, be- 
cause of gastric disturbance, felt they could 
not take the medication. ‘Two patients 
dropped out of the study for other reasons. 
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The patients, categorized by complaint, 
were distributed as follows: cold feet and 


legs—16, night feet and leg cramps—34, 
chronic low grade phlebitis—20, varicose 
ulcers—4, diabetic ulcers—3, tired feet and 
legs—16. Due to multiple complaints of 
some patients, totals are more than 72. 

Evaluation for determination of improve- 
ment was based on following: (1) Skin 
temperature in lower extremities appeared 
to have improved. (2) Muscle tone ap- 
peared to have improved. (3) Patients re- 
ported remission of cramps in legs and feet. 
(4) Varicose and diabetic ulcers appeared 
to have improved. 

Precautions must be exercised as for any 
other therapy, and close continuous contact 
with the patient must be maintained. Some 
patients will complain of itchiness, others 
inability to swallow the capsules, others 
failure to take medication. If these difh- 
culties are not abated, medication should 
be discontinued, It is the author’s personal 
opinion that the large majority of patients 
can take Aquasol E with little difficulty, 

The author has attempted to show that 
Vitamin E may have a place in the adjunc- 
tive treatment of problems of the lower 
extremity. 


44 Public Square 
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What Is a Practice Worth? 


A Preliminary Survey on Sales and 


Purchases of Podiatry Practices 


Wuat is a fair price lor a podiatry prac- 
tice? A short time ago, the New York State 
Society practice insurance panel*, one of 
whose functions it is to maintain the prac- 
tice of any of its members in the event of 
sickness or death, asked itself this question. 
The six men on the panel pooled their 
individual experiences and it was revealed 
that there was litthe agreement on the sub- 
ject. However, all did agree that the young 
men about to start practice, who comprise 
the majority of potential buyers, could al- 
Ways turn to a “senior citizen” in podiatry 
for advice, but had no place to turn for 
good hard facts. The panel thereupon de- 
cided that a survey should be made to un- 


_ cover a few basic facts about the purchase 


and sale of a practice. 

‘There are many reasons for selling a prac- 
tice; health reasons, family reasons, retire- 
ment, change of profession and last and 
perhaps most common, the death of a prac- 
titioner. In cases of sudden permanent dis- 
ability or death it seems logical for the 
value of a practice to decrease the longer it 
takes to sell it. To sell a practice quickly, 
therefore, it should be priced fairly, yet 
attractively. Also the potential purchasers 
must appreciate the value of the practice 
and be willing to pay the “fair” price. 

In medicine and dentistry, much older 
professions and larger in numbers, there 
are brokers or agents who have set up more 
or less flexible formulas. But do these 
formulas apply to podiatry? 

At the present time there are some arbi- 
trary formulas being used in podiatry, the 
bases of which are as varied as: 

*The first practice insurance panel was established 
in 1946. Present members of the panel are: 


H. Horowitz, A. Graf, A. Sussman, D. Fischman, 
W. Sugarman and H. Schimek. 
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1. Parallel situations in other proles- 
sions. 

2. Limited experience gained mostly 
from hearsay about who paid what for 
which practice and what he admits to doing 
now. 

3. “This is the right figure and don't 
ask me how I arrived at it,” and 

1. Probably many more which we have 
not encountered. 

With this background preliminary 
survey was made in an attempt to obtain 
figures on as many practices as possible 
which were purchased in the ast 10 or 15 
years. Fifteen practices were tabulated. 

The figures obtained are “percentage” 
figures because many men are extremely 
reluctant to divulge their personal business 
in exact terms and in a few cases even 
“percentage” figures were difhcult to obtain. 
This experience also pointed up the neces- 
sity for keeping accurate records. It is not 
difficult to see how accurate records could 
be very important in determining a “fain 
price.” 

Nearly all of the 15 practitioners tabu- 
lated were interviewed personally rather 
than by mail. In some cases there was re- 
luctance to give information until the pur- 
pose of the survey was explained and 
anonymity was assured. 

Of the 15 practices surveyed, 10 were in 
the metropolitan New York area, 4 were 
upstate New York and | downstate New 
York. 

The following questions were asked: 

(a) What percentage of the annual gross 
income did you pay for the practice? 

(b) Did you pay cash or notes? 

(c) Age of practice when you purchased 
it? 


. (d) How long ago purchased? 


565 


n 


(e) Was equipment worthless? 

(f) Status of original practitioner: ac- 
tive, partner, dead? 

(g) Was practice kept alive if original 
owner deceased? 

(h) How long post mortem did you 
purchase? 

(i) Did original owner stay? 

(j) How much of predecessor's annual 
gross income did you maintain the first 
year? 

(k) What is your opinion of your deal? 
Did you overpay or underpay? 

From the tabulation, some observations 
can be made. 

The average purchase price of the ten 
practices purchased in the metropolitan 
area was 74.2 per cent of the yearly gross 
income of the original owner. The average 
price in the other five practices was 56 per 
cent of the yearly gross income. Over-all 
average purchase price is 68.1 per cent of 
the predecessor’s yearly gross income. 

The average percentage of annual gross 
income maintained the first year in the 
ten metropolitan area practices is 102 per 
cent. The other five practices maintained 
an average of 66 per cent of the gross. Over- 
all average shows 90 per cent of the prede- 
cessor’s annual gross income maintained in 
the first year after purchase. (It is the 
feeling of the author, from personal inter- 
views, that this figure was understated in 
many Cases.) 

It is interesting to note the five cases 
where equipment was considered “worth- 
less.” In three cases 80 per cent to 100 
per cent of yearly gross income was main- 
tained, in every case the purchaser grossed 
at least his entire investment in the first 
year, and in one case the purchaser grossed 
over 100 per cent of the previous yearly 
gross income, though he paid only 50 per 
cent. In one case the purchaser bought a 
practice which was 15 years old, the equip- 
ment was “worthless,” his predecessor had 
been dead 4 months and the practice was 
not kept alive. Yet the purchaser main- 
tained 60-70 per cent of the predecessor's 
yearly gross income in the first year. 
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Note that when active practices were 
purchased, the original owner “stayed on” 
in about half of the purchases for periods 
of 1 to 3 months. Some purchasers when 
interviewed volunteered the information 
that it was easier to work without the 
predecessor present. 

It must also be noted that in the opinion 
of purchasers themselves not 1 of the 15 
interviewed thought he had made a bad 
bargain. Where one thought he had over- 
paid slightly and another more so, they 
“were happy” and “would do it again.” 
One purchaser, who was interviewed just 
2 months after purchase, was already ahead 
of his predecessor and ventured his opinion 
as merely “average buy.” 

Summary 

An economic problem in the young pro- 
fession of podiatry has been presented, 
namely the sale and the purchase of a 
practice. This problem may present itself 
to any young practitioner seeking to start 
a practice and to nearly every older prac- 
titioner or his estate ‘upon retirement, re- 
moval of practice or death. 

A survey was done in New York State. 
Fifteen practice purchases have been tabu- 
lated and some observations have been 
made. 

1. Of the 15 practice sales surveyed, 
where purchasers paid from 33-1/3 to 100 
per cent of the annual gross income, not 
one of the purchasers regretted his pur- 
chase. Thus, buying a practice and paying 
up to | year’s gross income seems to be a 
good investment. 

2. Present value of the equipment even 
when “worthless,” does not appear to be 
a deterrent to maintaining or even increas- 
ing the gross income. 

3. A practice can still be a good invest- 
ment months after the death of the original 
practitioner, though, of course it loses some 
of its value if the practice is not kept 
functioning. 

4. It would seem that many practices 
are being sold at “bargain prices” consider- 
ing the returns the purchaser can get from 
his investment. 
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5. Practices in metropolitan New York 
seem to bring higher prices than those in 
upstate areas. 

6. This study should be broadened to 
include the entire country. In a profession 
as young as podiatry, there are not yet a 
great number of practices that have been 
sold. But for as many as there are, the 
statistics are enlightening. It is hoped that 
this preliminary survey will serve to stimu- 
late others. 

By examining the details of a sufficient 
number of recent podiatry practice pur- 
chases over the entire country, perhaps a 


Formula for Selling a Practice 


WHat is a practice worth? This question 
has been asked by every practitioner at 
some time during his professional career. 
Often a young practitioner starts his career 
with this problem. He wants to buy a prac- 
tice. Just as often, a widow of a podiatrist 
is confronted with a decision ‘to sell her 
husband's practice. This paper considers 
some of the present thoughts on the subject 
and offers a formula that is believed to be 
just for the purchaser and fair to the seller. 

One of the popular formulas has been: 
A practice is worth one half the annual 
gross plus the value of the equipment. 
Another method chosen is the practice is 
just worth one half of the annual gross. 
Some prospective purchasers maneuver to 
take advantage of a distress situation, pay- 
ing what the traffic will bear, in reverse. 

It is our opinion that these formulas are 
unjust to the seller. We find that present 
practices in this regard do not do our pro- 
fession justice. Podiatry offers the public 
a valuable service and the fruits of our 
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sound basis for a formula for a fair price 
for the sale of a podiatry practice may 
evolve. 

The author would welcome information 
from any practitioner who has purchased 
a practice in the past 10 or 15 years and 
who will answer all the questions in the 
survey as enumerated above. If exact fig- 
ures are not available, carefully considered 
estimates will be satisfactory. When sufh- 
cient data are received they will be tabu- 
lated and published. 


6915 Grand Ave. 


Jules Shangold, Pod.D. 
Frank Greenberg, Pod.D. 


Valley Stream, N. Y. 


labors should therefore have a better “yard- 
stick.” 

We have inquired of other vocations 
with regard to “the rule of thumb” in sell- 
ing a “business.”” ‘The cost of a “medallion” 
to operate a taxicab in the city of New 
York is $17,000 and up. An accountant uses 
the scale of 1 to 2 years booking to deter- 
mine the value of his practice. This is in 
reality net for most accountants. A going 
retail or manufacturing business figures the 
business is worth the inventory plus 3 years’ 
profit. 

Using these figures for comparison, you 
can see that the podiatrist, who bought a 
practice based on the previously mentioned 
formula, got the best of the bargain. 

We shall show that the buyer of a prac- 
tice would do well to purchase a practice 
by paying at least | full year’s gross income 
for the practice. Of course there are many 
factors to look for. These factors are shown 
in our “barometer” for the purchase of a 
practice (Fig. 1). 
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CREDIT TERMS 


Starting a podiatry practice in the metro- 
politan New York area today, a practitioner 
has to invest between $3,000 and $5,000. 
The first year’s gross is usually in’ the 
neighborhood of $4,000. An earlier study! 
showed that the average practitioner will 
gross approximately two-thirds of the pre- 
vious year’s income from his repeat  pa- 
tients. To this sum is added the income 
from the new patients. This gives the esti- 
mated total for each year. For the first 
4 years of a new practice, the gross income 
would total $30,742 for a $5,000 invest- 
ment. (Table 1). 

If a practitioner purchases a practice for 
$15,000 and he follows the present pattern, 
he will gross in 5 years, $58,108 for his 
$15,000 investment. 

Fischman?, in this issue of the Journal 
of the American Podiatry Association, re- 
ports on a survey made of a group of 15 
practitioners in New York State who had 
purchased practices in recent years. Their 
gross income for the first year of new man- 
agement averaged 90 per cent plus. Table 
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I estimates the growth of a “purchased 
practice” and a “new practice.” “The “pur- 
chased practice” estimates were derived by 
assuming the Fischman survey figure of 
90 per cent of purchase price for the first 
year’s gross and projecting a conservative 
5 per cent growth per year, 


TABLE | 


Annual Gross Income 
New Purchased 


Practice Practice 

First Year S$ 4,000 $15,500 
Second Year 6,667 14,150 
Third Year 8,445 14,858 
Fourth Year 11,630 15,600 
Total $30,742 $58,108 
Investment 5,000 15,000 
$25,742 $43,108 


As was mentioned before, the price or an- 
nual gross income is not the only factor to 
be considered. Two most important sta- 
tistics are the number of different patients 
treated during the fiscal year, and the num- 
ber of new patients this practice has each 
year. The number of new patients per year 
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is a fairly consistent figure. It is rare to see 
the new patient total deviate more than a 
few percentage points. 

Thus, if a practice under consideration 
has an influx of 300 new patients per year, 
it is most desirable. Conversely, if the new 
patient total is less than 200 patients, we 
would discourage a prospective buyer from 
purchasing this practice. strongly 
urge any young practitioner that is not 
seeing 200 new patients in his practice now, 
to purchase a practice that has an influx 
ol 300 or more patients per year.) 

An ideal situation is one in which the 
new patient total represents one third of 
the total patients treated during the vear. 
The practice that has an influx of $00 new 
patients then would treat 900° difierent 
patients. (This figure would occur only in 
a practice 10 vears old or older.) 

The statement that a new practitione 
will “lose” much of the practice he pur- 
chases is, in actuality, a normal condition 
with all practices. The late Amiel Caplan 
once stated “a practice rotates every 5 
years.” Our studies confirm his observation. 

Our studies also show a minimum ol 
200 new patients per year are required foi 
an active practice. ‘This is why we believe 
that it would be wise to purchase such a 
practice. While statistics are not infallible, 
“plaving the percentages” is still a better 
way to make a decision. 

Other factors (Fig. 1) will add or sub- 
tract from the basic formula. In our 
“barometer” all the factors towards the 
“sunny side” should increase the value of 
the practice. Those factors on the “rainy 
side” naturally decrease its value. In our 


opinion, in addition to the lack of new 
patient influx, a depreciating location 
would be enough to discourage the pur- 
chase of a practice. 

The few facts and figures a seller pro- 
vides are among the reasons for the low 
value set on practices. A practitioner or 
estate should be prepared to supply the 
purchaser with a clear and concise pic- 
ture of the practice. Some simple facts 
are: number of new patients cach year, 
number of different patients treated each 
vear, number of treatments, percentage ol 
children, percentage ol surgery, percentage 
ol X-rays, etc. It is as necessary lor a prac- 
titioner to know these figures as it is for a 
store to have a complete inventory. It is 
always amazing to us how: scientific a 
practitioner can be when it comes to treat- 
ing his patients and how haphazard the 
same practitioner can be in keeping his 
records. (Your patients and what you do 
for them are your inventory.) 

Patient records and office practice man- 
agement are a separate and lengthy subject. 
well controlled practice with proper 
records is certainly worth more than the 
present “market price.” 

\ podiatry practice is translerable with 
little or no appreciable loss ol income. It 
is therefore a tangible asset worth a fair 
price. 


W. Merrick Rd. 
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A Junior Partner . . . or Not? 


Practice stabilization is a different prob- 
lem for many practitioners. The problem 
presents itself to practitioners in different 
guises. It appears different to a successful 
established practitioner than it does to a 
younger recently established one. Never- 
theless, the most effective solution may turn 
out to be the same for both—a partnership 
arrangement. 

The successful professional man running 
a one-man operation will discover that his 
practice is unsatisfactory in three signifi- 
cant aspects. 

1. Perhaps the most important is that his 
practice will usually survive his death. 

2. He finds himself handicapped when 
he wants a prolonged vacation, or must 
take one for a required rest that an older 
man finds necessary on occasion. 

3. He finds himself severely handicapped 
if he has a protracted illness. There is 
usually a complete loss of income. In some 
cases this may be of no great importance; 
however, no one likes to take a complete 
loss of income, and no one likes the 
thought of his patients going untreated or 
being taken care of by a friend down the 
street who is not aware of the treatment 
usually rendered. 

In the event of death the practice of the 
deceased has little or no market value. The 
estate value of the deceased practitioner is 
frequently that of the equipment on the 
second-hand market. It is also very diffi- 
cult for the professional man to make ar- 
rangements for semi- or full retirement if 
he waits until it is time for him to retire. 
He should plan for his retirement at least 
3 to 5 years in advance. If, at the age of 65, 
he discovers that he would like to ease up, 
he may find it difficult to switch patients 
over to his junior partner who has just 
entered the practice. Instead of easing up, 
he may find he has more work, taking care 
of his patients and at the same time work- 
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ing with his new associate to break him 
into the practice to take care of his share 
of the work load. 

The problem of earning a living at the 
same time that he learns the operation of 
a successful practice often finds the younger 
practitioner engaged in agreements that 
are not in his best interests. A junior in a 
practice who is dissatisfied will not prove 
valuable to his senior associate, nor to the 
profession. Experience seems to indicate 
that the best partnership arrangement is 
one in which the junior has an interest. 
Since he is bringing little or nothing to 
the practice his interest should, at first, be 
quite small. But interest he must have if 
he is to be of value to the older man in 
maintaining the practice and in building 
up a bigger practice. A “two-man opera- 
tion” will do about half again as much (in 
2 to 3 years) as a one-man office. 

Through a partnership arrangement it 
is possible to strengthen the professional 
status of a practice by stabilizing it so that, 

a. it will survive the death of its owner, 

b. provide a basis for enabling him to be 
absent from his practice for vacations or 
illness without interrupting the smooth, 
even flow of the practice and income, and 

c. provide a means of keeping the estate 
value at a high level. 

In this connection it is obvious that it is 
rarely practical for a successful man to take 
in an associate as an equal partner because 
the new man rarely has the necessary ex- 
perience. ‘Too, the senior rarely can give 
up half his income all at one time. Part of 
the theory of taking a junior partner is 
that the practice will grow to an extent 
that will more than compensate for the 
amount he will be receiving from the prac- 
tice. As his interest (equity) grows, with 
time in the practice, so will what he brings 
to it. 

In taking in a junior partner, it is pos- 
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sible to offer him a sufhciently attractive 
program to make him want to stay perma- 
nently. The following is one way: 

a. Both men should receive an equal 
salary, sufhicient to cover living expenses. 

b. The junior should be given an agreed- 
upon equity. This equity is to be increased 
in the same amount yearly. As the junior’s 
equity increases, the senior’s equity de- 
creases by the same amount. A formula 
to determine the equity can be a certain 
percentage of | year’s gross, or 2 years’ net 
plus inventory of equipment and supplies. 
No specific percentage is indicated since 
it is quite Obvious that all juniors, seniors, 
and partnerships must be considered as 
individual entities. A prospective junior 
partner who is just out of school is not as 
valuable to a practice as a man who has 
been out of school for some time and for 
some reason or other wishes to become 
associated with the older man. this 
last. instance, the senior must determine 
that the prospective junior is in fact a good 
professional operator and not a_ failure 
who wants to ride to success on the coat- 
tails of an established practitioner who is 
doing well.) Another factor in determin- 
ing the amount of per cent that the junior 
is entitled to is whether he is putting any- 
thing into the partnership, such as equip- 
ment and money. The per cent of equity 
will also depend on how fast the senior 
expects to retire. Obviously, if the junior 
is given too big an equity, he will own the 
controlling shares of the practice too soon. 
The partnership papers should be written 
so that the yearly growth of the junior’s 
equity will stop at say 40 per cent or 45 
per cent until the senior decides to retire, 
at which time the junior will buy the rest 
of the practice according to the partner- 
ship papers. Another frequently attractive 
item that may be added to the partnership 
papers, is for the junior to pay a certain 
amount for each yearly increase in equity. 
The amount, of course, must be decided 
betore the partnership is consummated. 

c. The junior receives a share of the 
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profits equal to his equity alter deduction 
of agreed expenses. 

d. A life insurance policy on each of the 
associates should be purchased with his 
partner as beneficiary, the premium to be 
paid from the practice, thus a business ex- 
pense. The proceeds of the policies, in the 
event of the death of either man, are to be 
used to buy the equity from the heirs of 
the deceased. The amount of the policies 
should be large enough to cover at least a 
down payment on the equity owned by the 
deceased and the rest of the equity to be 
financed by notes or mortgage. 

e. A trustee should be appointed to hold 
both policies as assignee and to hold pro- 
visional bills of sale from each partner to 
the other at a price determined by the 
above formula. If the partners survive, the 
cash proceeds from the insurance can be 
used as a nucleus for retirement funds. 

{. Provision for retirement or semi-retire- 
ment should be included in the agreement. 

It will be obvious that should one of the 
partners die, the trustee will collect the in- 
surance money, pay it to the heirs of the 
deceased partner, and deliver to the surviv- 
ing partner the executed bill of sale for the 
outstanding shares of the practice. If the 
proceeds from the insurance are in excess 
of the amount needed to purchase the out- 
standing shares, the amount in excess ts 
turned over to the surviving partner; if the 
proceeds are not enough to cover the out- 
standing shares, the shortage is to be cov- 
ered by note or mortgage. 

There are four advantages for the senion 
partner: 

1. Provides for absence from practice 
for vacations or illness (without disrupting 
the practice or income) . 

2. Assures a sound basis for retirement 
and the sale of his practice at the highest 
possible market value. 

3. In the event of his untimely death 
his heirs are assured of a high estate value. 

}. Assures the senior of the permanency 
of his associate. 


(Continued on Page 5735) 
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A Percentage Breakdown of Patient Referrals 


Watker,! in 1958, wrote an article try- 
ing to answer the question, “Where Do Your 
Patients Come From?” 
Dr. Walker’s work were his categories of 
Patient Referrals, listed as follows: (a) 
Direct Patient Referral, (b) Professional 
Referrals, (c) Personal Contact, (d) Sign, 
(e) Telephone Directory, (f) Announce- 
ments, (g) Newspapers, (h) Inherited 
Patients. 

Patients, or the ability to obtain and 
treat patients, is in essence the practice ol 
chiropody, as Egerter? points out, “While 
chiropodists are right in believing that pro- 
fessional skill and service are primary fac- 
tors in developing successful practice, 
they should also recognize that almost 
equally important are the impressions made 
upon patients in the many stages of their 
association with the doctor. We de- 
cided to run a 2-year survey in order to see 
if our findings would coincide with Walk- 
er’s. In no way is this report meant to 
reflect. on previous findings as right or 
wrong, but to point out that each individ- 
ual is subject to stresses within his own 
practice environment. 


Of importance in 


However, in order to get a more accu- 
rate picture of referrals, the categories pre- 
viously mentioned were changed or sub- 
divided into the following: 

1. Telephone Directory — Relerrals 
rectly attributed to professional (ethical) 
listing of names in the yellow pages. 

2. Announcements — This category was 
listed for direct reference purposes with 
previous findings. However, included within 
this group also are patients referred due 
to newspaper publicity since both categories 
were too small to be used adequately alone. 

3. Patients referred due to contact with 
a fellow worker who is, or has previously 


been, a patient. It should be noted that 
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this category is a subdivision of the Direct 
Patient Referral in Walker's paper. 

4. Patient Relative Referrals—This is a 
referral of a patient by a member of his 
or her family who has been treated in your 
office. This, too, is a subdivision of the 
Direct Patient Referral. 

5. Referrals from own immediate family 
—This is also a subdivision of the Direct 
Patient Referral. 

6. Referral of patients by neighbors—This 
group of referrals might be termed the 
“back-fence” referrals, where a_ patient 
comes to see you because of a recommenda- 
tion of one of her neighbors or someone in 
her neighborhood talking highly of your 
professional ability and is also a subdivi- 
sion of the Direct Patient Referral. 

7. Referrals from sign—It will be realized 
that location of the office is the basic in- 
eredient regarding the success or failure ol 
this category. Variations in percentages of 
this category can be expected, depending 
on whether the doctor is upstairs or down- 
stairs, whether he is a member of a medi- 
cal group or whether he has an individual 
ground floor location in a busy shopping 
sector. 

8. Referrals from small business associa- 
tions in your immediate area, inclusive of 
shoe stores, groceries, banks, etc., but does 
not include referrals from pharmacists or 
drug stores. 

9, Professional referrals — ‘These are re- 
ferrals from physicians, dentists, pharma- 
cists, Osteopaths, chiropractors, etc. 

10. Referrals from various groups—The 
reference here is to patients who are mem- 
bers of sewing groups, P.T.A. groups and 
the like, who refer patients directly through 
contact at these meetings. 

Nine hundred and six new patients over 
the last 2 years were questioned as to how 
they were referred to this office. Of this 
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number, 181 could not be “pinned down” 
and this group was subtracted from the 
total, leaving 725 patients who make up 
this survey. 


Chart | 
Findings 


|. Referrals from Telephone Directory 8.8°, 


2. 
3. Fellow Workers Referral ..... to 
4. Patient Relative Referral .......... 21.6°, 
5. Referrals from Doctor’s Family ....11.5°; 
6. Patient to Neighbor Referrals ....15.8°% 
4. from Siem 16.5°% 
8. Referrals from Business Firms ...... 10.3°, 
9. Professional Referrals ............ 1.3% 
0. Rekerrals from Groups 


If we add items 3, 4, 5, 6 and 8, together 
we will arrive at a category somewhat simi- 
lar to that listed in Walker's paper under 
Personal Contact and Direct Patient Re- 


ferrals. 
Chart Il 
Walker's Findings 

Direct Patient Referrals (total) ........53.1% 
Personal Contact (total) 8.9° 

Comparative Findings 


Thus it will be observed that this com- 
parative study has also found that a little 
less than two-thirds of average patient in- 
flux is due to referrals of one patient to 
another directly, either at work, over ihe 
back fence or via family relationships, with 
the latter group forming the greatest bulk 
of this group. 

By the same deduction we observe that 
it is evidently the housewife who spreads 
the complimentary remarks about her doc- 
tor to a greater degree than does the hus- 
band busy at work. 

As Walker explained in his paper, the 
presence of the sign to prominent view on 
the location of the office in general may 
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influence the number of new patients due 
to the telephone directory. It is interesting 
to observe that though within these two 
categories there is a wide difference, the 
total of the two together corresponds al- 
most exactly. 


Chart Ill 
Walker's Findings 
Telephone Directory ........... 17.5%, 


Directory .. 88%, 


Therefore, the assumption regarding loca- 
tion and prominence of sign must be a 
correct one, since in both cases one-fourth 
of the total patient influx was composed of 
these two categories and it will be noted 
that both Walker and myself have last 
names beginning with initials which would 
not be prominent at the top of telephone 
directory listings. 

The difference in Professional Referrals 
listed is small and may be due to error. 


Chart IV 
Walker's Finding 


Professional Referrals .... 


Comparative Findings 


Thus in summation we may assume that 
some of the above-mentioned categories are 
the basis for clientele growth with numeri- 
cal values similar to those found in both 
surveys. 


6802 Gravois Ave. 
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Clinically Speaking 


A place for the more informal presentation of reminders, sug- 
gestions, notes, observations and technics of value in office prac- 
tice. Your contributions of short manuscripts or illustrative case 
histories will determine this section’s usefulness. 


Edema Following Ultrasonic 
Therapy—A Case Report 


Irving H. Block, Pod.D., F.A.S.C.R. 
Miami Beach, Fla. 


Tuis reaction is very similiar to that re- 
ported by Chieppo! recently on swelling 
following ultrasound therapy, and may help 
determine what physiologic processes have 
induced the edema. We have given over 
one thousand sonations in our office since 
1956, but this is the first time that any real 
swelling has accompanied a_ treatment. 
From time to time patients did experience 
what they described as puffiness and mild 
pain in or about the areas sonated which 
lasted a few hours. However, when they 
returned for further scheduled appoint- 
ments we could find no evidence of edema. 
We feel that the case at hand showed a 
reaction to ultrasound, and found it an 
experience worth noting. 

Mrs. B., age 55, weight 180 Ibs., height 
5 feet 7 inches, was referred to us by a 
colleague who had been treating her for 
painful tyloma especially under the ball of 
the left foot for several years. During the 
past few months the patient had been ex- 
periencing more acute pain in spite of regu- 
lar chiropody care. In fact she was now 
having trouble wearing the pads usually 
applied after the treatments. 

From her past history we learned that she 
had twisted her left foot about 5 years ago. 
At that time it was strapped twice, but she 
never felt right since. As a child her feet 
were always too large, and shoes were diffi- 
cult to find that fit properly. She remem- 
bered one pair of shoes in particular that 
caused her feet to hurt and her toes to bend. 
She had to have several ingrown toenails 
removed after that. She had worn all kinds 
of arch supports, molded and corrective 
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orthopedic shoes, but nothing helped. Now 
they just hurt her all the time. 

Examination revealed a long, bony, high- 
arched foot with crocked-up toes, but with 
normal pulsations and temperature. Ty- 
loma was more pronounced on the left ball, 
with deep ridges of callus at the second and 
third metatarsal heads on both feet. An 
indurated vascular heloma with a vascular 
base was present just above the metatarso- 
phalangeal joint on the left. Several in- 
fected pustules were noted throughout the 
ball of the left foot and into the webs of 
the right foot. The skin was slightly red 
on the plantar surfaces and about the bun- 
ion areas. Oscillometric readings taken at 
both calves and ankles were normal. All re- 
flexes were mildly positive, the gait spastic 
and abducted. Pain was present on palpa- 
tion of most metatarsal heads, especially of 
the second and third of the left foot. The 
plantar fascia was also painful on digital 
pressure and moderately contracted. A 
cavus stance, with difficulty in bringing the 
heels down, was noted. Dorsiflexion of the 
foot on the leg was restricted to just beyond 
a right angle. Roentgenograms showed a 
complete dislocation of the second meta- 
tarsophalangeal joint of the left, an over- 
riding of the second and third metatarsal 
heads of both feet, a metatarsus varus of 
the lesser metatarsal shafts, and all inter- 
phalangeal joints showed narrowing with 
some subluxation. Morton's syndrome with 
shortened first, hypertrophied second and 
hypermobile first segment was present. A 
hallux valgus with displaced sesamoids, 
posterior calcaneal exostoses with thicken- 
ing, and long bone demineralization were 
some of the other findings. 

Treatment consisted of debridement of 
infected pustules with antibiotics applied 
locally, full care of the painful heloma 
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and tyloma, protective shielding with lay- 
ers of gauze and felt. The following week, 
balance therapy with dynamic molding 
was instituted, with 8 minutes of sonation 
in divided dose to all metatarsophalangeal 
joints, using 14°%, Cortdome®! creme as the 
contact medium, employing the direct con- 
tact method, Treatment ranged from 1 to 
1.5 Cms. The first and second sonations 
were helpful in relieving the soreness and 
the skin color was now normal. ‘The third 
through the sixth treatments varied as to 
the periods of comfort. However, since we 
had a mechanical as well as an inflamma- 
tory condition here, we were able to elim- 
inate the discomfort with the near com- 
pletion of the inlays. When the patient 
returned for her seventh treatment, swell- 
ing was noted about her ankles and dorsum 
of both feet. There was no actual pain but 
stiffmess was evident, and a fullness in the 
shoes experienced. With Chieppo’s experi- 
ence in mind, we did not sonate her feet 
during that visit. The swelling was gone 
3 days later. 

In order to further test the possibility 
of ultrasound causing the swelling, we gave 
the usual treatment. The next day we were 
called to see two acutely swollen ankles, 
with edema extending into almost every 
toe. No heat or redness was present but 
pain did accompany the swelling. Patient 
also complained of mild nausea and head- 
ache. A complete medical examination 
was done, including cardiograms, chest X- 
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rays, blood tests and metabolism. All] find- 
ings were negative except for a slightly 
elevated sedimentation rate and a weakly 
reactive Hyland Ra-test? and a mildly high 
cholesterol count. After 12 days the edema 
began to subside. The inlays and oxfords 
were withdrawn and_ plain lightweight 
footgear substituted. We then repeated 
the sonations (again mild application) 
and had the patient continue with the 
plain shoe, omitting the inlays. The reac- 
tion of swelling again occurred as before. 
After a few days the edema was almost 
gone, The mechanical phase of our treat- 
ment was continued and concluded with- 
out further incident. 


Conclusion 

It is our opinion that ultrasound in- 
duced a subacute flareup of a chronic rheu- 
matoid arthritis with an accompanying 
iymphatic swelling. The history of this 
case is not without some medical omissions 
and therefore it is difficult to accurately 
assay the background of our patient. Per- 
haps after more cases are reported, we will 
be able to better understand what physio- 
logic changes were influenced by ultra- 
sound, hindering rather than helping 
treatment. 


One Lincoln Rd. 
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Elmann—(Continued from Page 571) 


The advantages of this program to the 
junior practitioner are self-evident: 

1. From the time he enters into an asso- 
ciation as described above his establishment 
is assured, provided he works at building 
the practice as though it were entirely his 
own. 


2. He has a timetable for his career. 
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3. He has a steady preview of the kind 
of practice he will have and the position he 
will enjoy in his community as he grows 
with the practice until the day comes that 
he is the senior associate and is starting a 
new junior associate and perpetuating the 
practice. 


104 W. Jefferson St. 
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Kaposi’s Sarcoma—A Case Report 
Pp po 


Louis Penensick, Pod.D. 
Olean, N. Y. 


A 63-YEAR-OLD white male was seen in 
April of 1961 because of a painful lesion 
of his left foot, plantar mid-tarsal area, 
mid-way between the medial and lateral 
borders of the foot. The lesion had ap- 
peared about 4-6 weeks previously, becom- 
ing progressively larger and more painful. 
At the time of his visit it appeared like a 
pea-size bluish brown angioma. It was 
not elevated above the skin surface, but 
the growth could easily be lifted from its 
indented base, where it was attached by a 
thin pedicle or stalk. 

The patient was obese, but had no other 
symptoms. This was his first visit to any 
doctor in many years. However, from per- 
sonal observation, since I knew the patient 
socially, it was my impression that he was 
not quite as energetic in recent months as 
he had previously been, and that his com- 
plexion was growing more sallow. He is a 
native of eastern Europe, and a tailor by 
trade. His foot appeared normal in all 
other respects except for some dryness and 
scaling of the plantar skin. On question- 
ing I learned that he had a similar lesion 
in the same area of his other foot 5 years 
ago. The growth had been removed by 
potential cautery at that time. 

The present lesion was removed under 
local anesthesia and was sent to a local 
pathologist for examination. Healing was 
quick and uneventtul. 

After a week, I had not yet received a 
report from the pathologist, and called to 
learn the reason for the delay. He told me 
that he suspected a malignancy, and had 
sent the specimen to the principal pathol- 
ologist at the State Laboratory. The State 
Laboratory concurred but wished further 
confirmation because of the extreme rarity 
of this particular condition, and they in 
turn sent the specimen to another pathol- 
ogist in New York City who confirmed 
the original diagnosis of Kaposi's sarcoma. 
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The lab report reads as follows: 
Tissue: Specimen taken from Planta 
Aspect of Foot. 
The specimen is an excised piece ol 
skin which measured 1.1x0.8cm. It 
contains a wart-like lesion measuring 
6 mm. in diameter. 


Microscopic Description: 

On section, the grossly described lesion 
exhibits a proliferation of vasculai 
spaces. They are lined by very con- 
spicuous endothelial cells tre- 
quently they are surrounded by con- 
spicuous perithelial cells. In addition, 
there are other areas which are com- 
posed almost entirely of cells which 
are either spindle-shaped or polygonal 
in shape. These cells have rather large 
nuclei and frequently contain con- 
spicuous nucleoli. Mitoses are seen 
occasionally. In many instances, the 
spindle-shaped cells are arranged in a 
parallel fashion. Small collections ol} 
erythrocytes are frequently seen be- 
tween groups of such neoplastic cells. 
Occasionally, one finds small prolil- 
erated vascular spaces lined by endo- 
thelial cells in the area of the previ- 
ously described spindle-shaped cell 
proliferation. There are also scattered 
foci of leukocytic infiltration which are 
particularly prominent on the free 
surface where one finds actual ulcera- 
tion of the overlying epidermis. 
Diagnosis: Kaposi's sarcoma. 

This paper stresses the importance ol 
pathological examination. Had the earlien 
lesion been sent in for such examination, 
the disease would have been discovered at 
that time. In this case, nothing was lost by 
the delay in diagnosis since there is no 
known treatment for Kaposi's Sarcoma. In 
speaking with the doctor who removed the 
first lesion, he told me that no pathological 
examination was made since he had had no 
reason to suspect a malignancy. Certainly 
Kaposi's disease never entered his mind 
because of its extreme rarity, and since its 
lesions are usually symmetrical. 

116 North 2nd Street 
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An Improved Mycologic Laboratory Aid— 


Prepared Glass Flasks* 


Pur use of prepared test tube slants for 
mycologic laboratory work in the office is 
unsatisfactory because the agar medium 
dries up within a few weeks and therefore 
is unsuitable for occasional office use. A 
variety of tightly capped containers have 
become available in the past few years. 
These containers are suitable for good 
laboratory work. They have good shelf life, 
are compact and are easily kept under ob- 
servation with a minimum of effort. They 
are large enough to show good morphologic 
characteristics of the pathogenic colonies 
which grow out in about | to 2 days lor the 
Candida group and about | to 2 weeks for 
the other pathogens. 

Further improvements are presented in 
the improved glass flask belore and alter 
the development of a pathogenic fLungus, 
Frichophyton rubrum, This container ol- 
lers the advantages of smallness arid a tight 
screw cap. Certain needs to make these 
small containers more practical have led to 
the development of this particular glass 
flask. These distinctive qualities are namely: 
the size of the opening, the shape and size 
of the flask and the color of the cap. The 
cap is low and made of blue metal with a 
gold rim. ‘This is distinctive and easily 
identifies this from other laboratory bottles. 
The top of the cap has a friction ring which 
makes it easy to remove and replace. It is 
easily and snugly held in the hand which 
facilitates the handling of the flask while 
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H. C. Goldberg, M.D. 
Plainfield N. J. 


the specimen is either inoculated mto it o1 
removed from it for transplanting purposes. 

To the practicing podiatrist, the ciiel 
appeal of this flask will be the relatively 
large mouth which easily admits a scalpel 
blade and handle for the inoculation ol 
skin scrapings. Nail clippings are easily 
inoculated into the culture medium in the 
flask with ordinary forceps. The shelf life 
of the media in this container is over | 
vear. It is supplied in packages of eight 
flasks which means that the flasks are fresh 
and clean in appearance when used in front 
of the patient. A label on the side provides 
space for identification of the specimen. 
When the diagnosis of the culture growth 
is not clear, the small size of the flasks makes 
it easy to mail doubtful specimens to a 
mycology laboratory for further identifica- 
tion. It should be noted that it is important 
to keep these flasks after inoculation at 
room temperature. The pathogenic or- 
ganisms will not grow well above 80° F. 

Note that these Hasks are used only fon 
vour own office cultures of suspected skin 
and nail infections. All such skin scrapings 
and nail clippings can be sent by mail 
without inoculation to a mycologic labora- 
tory by simply collecting them in a slip of 
paper. 


7 Watchung Ave. 


* Materials supplied by Fungus Diagnostic Service 
7 Watchung Ave., Plainfield, N. 
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President’s Message 
The Year, 1960-1961 


Though this year has been manifest with multitudes of decisions, 
meetings too numerous to detail, loose ends to be picked up and cor- 
related, projections for the future, determination of standards of pro- 
cedures, an inventory of our business procedures, and an investigation 
and analysis of how we can better serve our profession and consequently 
better serve the American public, time has swept by with the seeming 
speed of a satellite in orbit, and it gives your President cause to won- 
der “just how well have we done?” 


Many things have been accomplished, for some of which we can be justly proud and 
thankful. Intra-professionally, our outstanding problem has been communications, 
which will be the theme of this year’s Annual Meeting. However, with our enlarged 


A.P. 


A. stall who administered the Austerity Program for this year through the medium 


of Public Education and Information, there has been substantial improvement, result- 


ing 


in better utilization by the state and local levels of A.P.A. programs and materials. 


Weekly Board Memos, monthly Headquarters Bulletins, and quarterly newsletters have 
assisted in this regard. However, there is still much to be desired and it is toward this 


end 


+ 


that we are attempting to better organize. 
he public has been exposed to the American Podiatry Association through such 


things as the Annual Meeting, the White House Conference on Aging, the National 
Health Forum, Community Services Conference, the National Council on Aging, the 
American Public Health Association, the American Hospital Association, the Ameri- 


can 


Medical Association, the Background Paper, distributed through the courtesy of 


U.S. Vitamin and Pharmaceutical Corporation, and such things have resulted in many 
requests for furnished information, and in favorable articles in periodicals and the daily 
press. Our contacts and work with the American Red Cross, with the Youth Fitness, Civil 
Delense Program, have been most gratifying and progress at great speed. 
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Likewise, our health insurance relations program has taken considerable time but 
has resulted in accomplishment. To mention a few: 
1. Set up the Appeals and Control Commission, which, of course, is an important 
item; 

2. We have been represented in ten (10) national labor meetings, including the 
AFL-CIO Community Services Conference. Our Labor and Industrial Relations program 
has been outstanding. 


3. New exihibits developed to show podiatry’s interest in occupational foot health. 


I. A new state level pilot program has been set up on procedures relative to our par- 
ticipation with management and labor in employee foot health. 

There have been also five Federal employee mediums, such as the Letter Carrier Fed 
eration of Government employees. 

All of the above activities are a part of our Austerity Program as approved by our 1960 
House of Delegates. 

| have made mention only in outline form and in generalities of some activities. It 
would be inappropriate and much out of taste lor me to go into detail inasmuch as full 
reports in each category will be made by other members of the administration, officers, 
trustees, and the committee chairmen, all of whom have done such an outstanding job 
in tackling a problem and seeing it through with dispatch, promise, sincerity, and 
tenacity. 

Words alone cannot possibly express my sincere gratitude for the varied eflorts of all 
of you people who have assisted so ably. To pick out and amplify any one area would be 
unwise lest I would inadvertently overlook some individual who had dedicated himselt 
to the task to which he was assigned. 

Pertaining to our report for the year, the Board of ‘Trustees and our Executive Statl 
have attempted to visually outline and chart lor you (to be presented to the House of 
Delegates) our efforts, our accomplishments, our lailures, and instances where we must 
improve, together with giving a projection lor the future. 

In education and in research, of course, | can point with pride to the Selden Commis- 
sion, the efforts of the Council on Education in this regard, and the Commission's Report 
which shall be forthcoming to the delegates and to presidents of the various states, the 
joint research project of the U. S. Public Health Service and the Ohio College of 
Chiropody, and our inclusion in the Occupational Outlook Handbook. There have, 
of course, been many other programs such as our Medical Liaison activities, and Federal 
legislative activities, all of which shall be recorded in detail for you at the meeting of 
the House of Delegates. 

Inasmuch as this may be my last opportunity to contact you through this Editorial Page, 
please give me this time to pay tribute first of all to the other officers, trustees, and to all 
committee chairmen, and to all who have come at my beck and call on a moment's 
notice. 

My sincere gratitude to our National Staff and all who assisted them for what seemed 
at times to be an endless task, almost insurmountable, and yet much was accom- 
plished; and to all of my colleagues for having given me the opportunity to serve my 
profession. I hope that you shall be able to find something worthwhile and progressive. 
Heartfelt thanks to my associate, Dr. Holdeman, and my office staff for their patience, and 
beloved wife, Helen, and family, whom I now hope to rejoin. 

A supplemental report in an address to the House of Delegates will be the privilege 
of the President and will amplify this report, at. which time I would like the opportu- 
nity of suggesting a projection for the future of our profession and the people for whom 
we are responsible in the care of their feet. 

THANK YOU ALL FOR A MEMORABLE YEAR! 


Marvin D. Marr, D.S.C. 


Public Education and Information 


(Editor's Note: Periodically this section will provide information 
of assistance to the individual and to affilated societies in the area 
of Public Education Information.) 


The Podiatry Speaking Panel 


THE representation of one’s profession by 
speaking before a lay group is a challenge 
in many ways. Such a talk can reflect in- 
teresting and informative remarks on podia- 
try or it may not. It can reflect professional 
integrity and stature or it may not. It can 
reflect on a person who: “looks, acts, and 
talks like a doctor,” or it may not. The 
effect, however, does reflect on the profes- 
sion itself, whether the impressions be good, 
bad or tinged with mediocrity. 

It would, therefore, seem necessary that 
certain deliberations be considered prior 
to such group talks. It would also seem 
logical that there be a “meeting of the 
minds” of a representative group from the 
local podiatry society. Such committee rec- 
ommendations could not be = specific in 
scope, but will be generalized sufficiently 
to guide most types of talks. However, any 
recommendations must be specific enough 
to accomplish the basic needs. Also, an 
ellective way for best acquainting the in- 
troducing lay chairman with both the pro- 
fession and the speaker, should be consid- 
ered. 

In view of these thoughts, the following 
suggestions were developed by the Public 
Relations Committee of the Washington 
State Podiatry Association. 


Speaking Panel Standards 
1. The subject matter presented by the 
speaker: 
a. Must have accepted scientific values 
which would be of general interest 
to the public. 
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Robert H. Armstrong, D.S.C. 
Seattle, Wash. 


b. Must be free of all aspects of com- 
mercialism. 

c. Must include as little controversial 
material as possible. 


2. The speaker must scrupulously avoid 
any attempts at promotion of his own 
special interest or of any special group. 

3. The speaker must avoid any disparag- 


ing comments, unfavorable comparisons, 
or references to the work or character 
of any individual or group engaged in 
the healing arts. 


Helpful Recommendations 

1. Emphasis in the address should be on 
general information, with as little accent 
as possible on treatment. When treatment 
is mentioned any remarks should be of a 
general nature and with a reminder to the 
audience that each case is different in some 
way. 

2. The speaker should avoid discussing 
“the scope of podiatry today,” directly. If 
he is questioned about this subject, a brief 
but creditable answer could then be given. 
It is preferable to have the individual in- 
troducing the speaker acquaint the audi- 
ence regarding podiatry from a_ provided 
data sheet which is used in the introduc- 
tion. 

3. Any reference about a proper doctor 
lor specific treatment should be a “profes- 
sionally trained person qualified to treat 
this condition.” 

There was considerable discussion on the 
last two points. However, majority favored 
the opinion that the term “Podiatry” 
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should be mentioned by the introducing 
chairman or in some other subtle fashion, 
rather than by the speaker. 

In addition to these “standards,” a 
standardized “data” or “stat” 
developed for use, on regular Association 
stationery. This sheet would be filled in by 
the Podiatry Speakers Panel chairman and 
sent to the lay group chairman prior to the 
talk. This method assures providing maxi- 
mum podiatry and personal information 
to the introducing chairman without the 
necessity of possible embarrassing over- 
tures by the specific speaker. 

This sheet contains general information 
about the podiatry profession in Washing- 
ton, such as our legal definition, educa- 
tional requirements, licensing requirements 
of passing a basic science board and podia- 
try board and the further information that 
in Washington a podiatrist is classed by the 
state as “physician and surgeon of the 
foot.” Space is provided on the sheet for 
several descriptive sentences about the 
speaker and his background. This sheet 
is signed by the panel chairman. 

It was found that most talks were given 
to P.T.A. groups, although several have 
also been given to shoe store personnel 
and various professional societies. Because 
of this, an “outline” was formed for such 
P.T.A. talks. This was formed for those 
podiatrists who felt inadequate to properly 
plan such a talk and wished to take advan- 
tage of past experiences of others. The 
outline was flexible for individual desires, 
vet helpful in all cases. 


sheet 


Those podiatrists who became active in 
local Toastmasters clubs, or similar organi- 
zations, proved to be the most interested 
and successful in giving talks. It is a rela- 
tively simple matter to join a Toastmasters 
club and the costs are nominal. The em- 
phasis is on planning and giving talks 
which would be very helpful to anyone 
contemplating public speaking. The pro- 
grams are varied and interesting and with 
an atmosphere that everyone is continually 
learning more about speaking to groups. 


Summary 

A “blueprint” for planning and assist- 
ing podiatrists in talks to interested groups 
has been presented. It is designed so that 
such talks shall be on the highest profes- 
sional level. A group of “standards” and 
description of a “data” and “stat” sheet has 
been included. The formation of a general 
outline for P.T.A. talks was found most 
helpful for podiatrists with limited experi- 
ence in this endeavor. 

It is hoped that this paper will stimulate 
jurther similar activity among other state 
and local podiatry societies. 

(Editors Note: The California College of Podiatry 
has developed an exceptionally excellent and handy 
“Podiatry Speaker's Handbook.” It suggests som«¢ 
subjects, with a few notes on some of them. It 
contains ideas on “planning your talk,” “timing.” 
“humor,” “speech titles,” and themes.” ‘There is 
a paragraph or two of background on 17 areas. In 
the “Notes Section” there are 26 section topics in 
cluding pertinent and useful quotations. The book 
can be slipped into the inside pocket of your jacket 
and the pages are stiff for easier handling and are 


spiral bound. Copies are fifty cents cach and mav 
be purchased from the College.) 


409 General Insurance Building 


Come near, ye nations, to hear; and hearken, ye people; let the earth hear, and 


all that is therein... . 
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For the indignation of the Lord is upon all nations. 


—Isatah 34:1] 
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(Editor's Note: Members occasionally wish 
to know something of the general work of 
a podiatrist associated with a Veterans Ad- 
ministration Hospital.) 


Tur Podiatry Department small in 
staff, but large in service. It is one of the 
newer departments in the total patient-care 
program. Podiatry is that branch of medi- 
cine which deals with the treatment of the 
foot in health and disease. A patient who 
is suffering with a foot ailment may also 
complain of headaches or backaches and 
may prove uncooperative on the ward and 
have little interest in his therapy classes. 
Patients from the Podiatry Clinic may be 
referred to Physical Medicine for whirl- 
pool, ultrasound or some other treatment 
indicative of the foot condition. The podia- 
trist may be consulted by the Department 
of Physical Medicine with regard to the 
patient’s rehabilitated gait) or follow-up 
exercises. 

There are a number of diabetics in the 
hospital. We are all aware of the serious 
consequences which may result from a neg- 
lected foot condition. The physician refers 
the diabetic to the clinic for an examina- 
tion shortly after his admittance to the 
hospital. He is instructed in the care of his 
leet. If there is evidence of any foot pathol- 
ogy he is seen routinely once a month. At 
the general diabetic clinic, the podiatrist 
is often called upon to talk to the patients 
about the importance of foot health habits. 

Often we have nail pathology or other 
conditions that may be directly related to 
diet. When this is true, the dietary depart- 
ment is consulted on a diet change for the 
patient. 

The nursing staff works as a team to assist 
the podiatrist in screening the patients in 
follow-up treatments on the ward and gen- 
eral prophylactic footcare among the 
patients. 
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Podiatry in a Veterans Administration Hospital 


Mildred K. Dixon, D.S.C 


skegee Ala. 


Things that we see are much more im- 
pressive than things we hear or read. There- 
fore when we have unusual conditions, 
Medical Hlustrations cooperates by photo- 
graphing the case. All cases are filed for 
future reference. They may be used from 
time to time for lectures or for exhibits on 
podiatry. 

All services have to keep records. The 
record librarian is consulted with reference 
to terminology for podiatry that is used in 
the standard nomenclature interpre- 
tated on the consultation sheet by the phy- 
sician. A daily record book is kept of the 
patients treated in the clinic. Record cards 
are on file for each patient. After screening 
the wards, a list of patients is compiled. 
A diabetic file is kept of each patient and 
the date that he was treated. Each patient 
can be picked up in one of three places: 
the daily record book, the card file or the 
ward screening list. 

Over 80 percent of the patients are from 
the Neuropsychiatric Service. These pa- 
tients usually undergo long periods of hos- 
pitalization as compared with the average 
stay of the general medical and surgical 
cases. Many of these are geriatrics whose 
feet have been neglected or who have foot 
conditions associated with senility. They 
are usually beyond the corrective stage, but 
seek relief. They must be seen periodically. 

In order for a patient to participate in 
many of the activities offered by Special 
Services, his feet must be in a_ healthy 
condition. Otherwise he may become 
despondent as a sitter and not a doer. 

Objectively a foot may seem normal, yet 
the patient continues to complain. In this 
respect radiology would be consulted. 

If surgery is indicated, laboratory work is 
necessary. Other localized dermatological 
or pathological conditions may also neces- 
sitate laboratory work. Patients from the 
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Podiatry Clinic may be relerred to surgery 
or they may be referred from surgery to the 
podiatrist. This is also true of medicine. 
There is a more rapid turnover among these 
surgical and medical patients, so they com- 
pose about 10 percent of the podiatry pa- 
tient load. 


When patients are sent on trial visits, 
their foot care is impressed upon them. 
The sponsor is advised to contact the social 
worker who will make an appointment 
with the podiatrist for the patient's follow- 
up treatment at the clinic. The- podiatrist 
will also talk with the sponsor about home 
care that the patient will need relative to 
his foot health. 

Wards are screened periodically by the 
podiatrist with the physician, nurse and 
nursing assistant. A list of men with foot 
pathology is compiled for each ward. The 
morning patient load is scheduled from 


this list. The afternoon load is made up 
from referrals by the ward physician, recalls 
by the podiatrist or in some instances the 
patient may ask the nurse to make a follow- 
up appointment for him. Ward calls are 
made on patients who are confined to bed 
and who are on the acute intensive treat- 
ment service. The admitting physician may 
refer personnel for emergency treatment. 
The podiatrist is also consulted on the 
correct fit of a patient's shoes or on a type 
of shoe modification which the condition 
may necessitate. 

Short talks and lectures on foot health 
and foot care are given the nursing staff, 
affiliate nurses and nursing assistants. Audio- 
visual aids on foot health and procedures 
have also been very helpful in these in- 
service programs. 


Veterans Administration Hospital 


“| sent my Soul through the Invisible 
Some letter of that After-life to spell: 
And by and by my Soul returned to me 

And said, ‘I Myself am Heav'n and Hell.” 


The Rubaiyat of Omar Khayyam 
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Pharmaceutical Preparations for the Profession 


Harry L. Hoffman, Ph.G., D.S.C. 


Chairman, Council on Podiatry Therapeutics and Pharmacy 
A column devoted to preparations, new and old, with emphasis 
on their value and uses in everyday chiropody practice. This is 
a regular monthly column prepared from information furnished 
by the pharmaceutical house. We invite questions, which we 
shall endeavor to answer, or obtain the answer. 


Sardoettes Oil Compresses 

Description: .\ new, individually-packaged. 
disposable compress of water-miscible oil is 
now available to simplify adjunctive, topical 
treatment of dry, itchy, scaly skin conditions. 
Called Sardoettes, these convenient soft 
“towelette” compresses are impregnated with 
Sardo, a specially formulated, water-miscible 
oil formula. 

Action and Uses: Sardoettes provide a fine, 
soothing, lubricating, non-occlusive film ol 
oil which promotes rehydration of the stra- 
tum corneum, aids in the restoration ol 
natural skin oils and helps prevent excessive 
evaporation of moisture. Restoration oi 
normal lipidaqueous balance of the skin 
acts to relieve dryness, itching and scaling in 
such podiatric conditions as eczematoid der- 
matitis, senile pruritus, fissured heels, dia- 
betic dry skin, winter eczema, varicose stasis 
and neurodermatitis. 

Application: The Sardoette compress is 
applied to local area after wetting skin with 
wash cloth or after a shower. 

Supply: Packages of 25, available at all 
drug stores. By Sardeau, Inc., New York. 

Chymar Ointment 
Neomycin corticosteroid preparation 
with proteolytic enzymes. 

Description: Each gram contains: Hydro- 
cortamate Hydrochloride, 1.25 mg.; Neomy- 
cin Palmitate (as base), 3.5 mg.; Proteolytic 
Activity* 10,000 Armour Units in a water- 
miscible base. *As provided by a concen- 
trate of proteolytic enzymes from pancreas. 

Action and Uses: Chymar Ointment com- 
bines corticoid, antibiotic and_ proteolytic 
activity in one preparation for maximum 
therapeutic effectiveness. _Hydrocortamate 
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Hol. controls inflammation and associated 
swelling, pain and pruritus. Neomycin Pal- 
mitate clears infection by effectively destroy- 
ing both gram-positive and gram-negative 
organisms and preventing further bacterial 
invasion. Proteolytic activity cleans the le- 
sions, removes necrotic tissue. This debrid- 
ing action also lessens scar formation, pro- 
motes healing and prevents or counteracts 
odors. 

Indications; Gangrenous and pregangre- 
nous lesions; ulcers: diabetic, varicose, stasis, 
traumatic and callused; dermatitis: contact 
pustular; tape allergies; epidermophytosis; 
neurofibrous heloma. 

Administration: Topically. Apply Chyman 
Ointment direcily to the lesion or wound 
two to three times daily and cover with 
gauze. Eschars or crusted lesions need not 
be softened before applying. 

Supply: In 1/6 oz. (5 Gm.) and 1% 07. 
(15 Gm.) tubes. By Armour Pharmaceutical 
Co., Prudential Plaza, Chicago, Il. 

(Reler to paper by Dr. Morton H. Walker. 
January 1961, J.A.P.A. This article, based 
on cases and office practice, states this is a 
comprehensive podiatric ointment and has 
proven very effective.) 

Quinamm 

Description: Each tablet contains quinine 
sulfate 250 mg. and aminophylline 200 mg. 

Action and Uses: For the relief of muscle 
cramps, particularly nocturnal muscle 
cramps. 

Administration: Orally, | tablet before re- 
tiring. If cramps occur during day, | or 2 
tablets may be taken. 

Supply: Tablets in bottles of 50. By 
Walker Laboratories, Inc., Bradford Road. 
Mt. Vernon, N. Y. 
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Surgical Absorbable Hemostat 


Description: Alpha-cellulose in the form 
of the purest cotton linters is the basic mate- 
rial. This alpha-cellulose is converted, in an 
alkaline organic solvent, to a viscose which 
is then forced through spinerettes into a 
coagulating bath, where the material is re- 
generated in the form of pure uniform fila- 
ments, and, at the same time, undesirable 
by-products are separated and removed. The 
filaments of the pure regenerated cellulose 
are then spun into threads and knitted into 
gauze. The regenerated cellulose now pos- 
sesses an important feature not found in 
natural cotton fibre; a marked uniformity 
of chemical, molecular and physical struc- 
ture. 


This oxidation step modifies the basic cel- 
lulose molecule by converting a primary al- 
cohol radical to a carboxyl group. The re- 
sultant final structure is the molecular unit 
of oxidized regenerated cellulose. It is there- 
fore the combination of regeneration and 
oxidation of chemically pure cellulose which 
gives the product its unique properties and 
differentiates it from other available hemo- 
static agents. 

Advantages: (1) It does not depend on 
normal clotting mechanism of the body. 
Hemostasis begins immediately and is com- 
plete in 2 or 3 minutes. (2) This is a ver- 
satile product and can be used in any type 
of surgery. (3) After serving its purpose, it 
is completely absorbed in the blood stream. 
No tissue reaction has been reported or ob- 
served. 

Clinical Advantages: Chemical and biolog- 
ical uniformity assures dependable perform- 
ance. This dependable hemostat does not 
fragment and may easily be sutured in place 
if necessary. It conforms readily to irregular 
contours. It readily adheres to oozing-weep- 
ing surfaces but not to gloves or instruments. 
It is promptly absorbed with minimum tis- 
sue reaction. It is effective on epithelializing 
surfaces and surface wounds. According to 
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our available data, there is no instance of 
intolerance or sensitivity in hundreds of 
cases. 

Uses in Our Field: Orthopedic surgery, 
treatment of traumatic wounds and many 
types of major surgery. 

Supply: In many sizes, but 2” x 3” in 3 
glass vials to a carton. This aforementioned 
size most suitable for small weeping areas, 
minor surgery and for office use. By John- 
son and Johnson, New Brunswick, N. J. 


Alpha-Keri® 


Description: A water-dispersible, antipru- 
ritic oil for dry, itchy skin. Alpha-Keri con- 
tains Kerohydric®, (brand of dewaxed, oil- 
soluble, keratin-moisturizing fraction of 
lanolin), mineral oil and a nonionic emul- 
sifier. 

Action and Advantages: Alpha-Keri should 
be used in the foot soak, hydrotherapy and 
bath. When added to water, Alpha-Keri 
emulsifies into microfine particles which are 
deposited as a fine, invisible film over the 
skin area. This film relieves dryness, stops 
itching and softens the skin. It provides a 
protective action similar to that of skin lip- 
ids and helps the skin retain moisture. 
Alpha-Keri also provides quick, effective 
cleansing action and thus eliminates the 
need for soap. 

Indications: Recommended for generalized 
dryness, roughness and scaling; fissured, 
horny heels; diabetic dry skin; senile pruri- 
tus; anidrosis; hyperkeratosis; chafing, shoe 
rub; callosities; and various types of derma- 
titis with associated dryness and pruritus. 

Directions: Foot soak — Add 1 tbsp. of 
Alpha-Keri to about 2 qts. of warm water 
(soak for 15 minutes). Hydrotherapy—Add 
Alpha-Keri as needed. Bath—Add 1% to | 
tbsp. of Alpha-Keri to bathtub of water. 
Soak for 10 to 20 minutes. 


Supply: 8 fl. oz. glass bottles. Pleasantly 
scented. By Westwood Pharmaceuticals, 
Buffalo 13, N. Y. 
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Digests From The Literature 


Anyone wishing to read the complete article, if not available 
in your local library, may borrow it through interlibrary loan. 
A microfilm may be borrowed from the National Medical Li- 
brary, Washington 25, D. C., or a photo-duplication may be 
obtained from that library. 


Cireulatory System 

Gangrene of the Lower Extremities: A 
Six-Year Review of Cases in the Philippine 
Hospital, 1953-1958, Rivera, M, and Ibay, 
R. S. J. Philippine Med. A. 35:585-92, 1959. 

Over a 6-year period 64 cases of gangrene 
of the extremities were treated in this hos- 
pital; 31 patients had Buerger’s disease (all 
of them male except 4); 25 had diabetes; 
3 had arteriosclerosis; 4 had infections and 
1 had phenol burns. All of the male 
patients and | woman were inveterate 
tobacco smokers. Only 5 of the 25 diabetics 
smoked. Family histories had no role in 
Buerger’s disease, but 24 per cent of the 
diabetics had a family history of diabetes, 
either with or without gangrene. 

Peripheral vascular disease is significantly 
influenced by smoking, because of constric- 
tion of the peripheral biood vessels of the 
extremities. In its early stages the disease 
may be arrested in many patients if smoking 
is stopped; one cigarette may cause a re- 
lapse. Blood sugar is elevated in patients 
with vasoconstriction due to the effect on 
the brain by either an increased activity 
of the adrenals or by tobacco. No specific 
relationship was established between 
thromboangiitis obliterans and_ sensitivity 
to tobacco. 

Seventy-two per cent of diabetics are 
hospitalized within 2 months after onset of 
gangrene, whereas patients with Buerger’s 
disease with nonhealing ulcers have symp- 
toms from 1 to 15 years before entering a 
hospital. ‘The latter seek medical care when 
intermittent claudication produces excruti- 
ating pain. ‘The diabetics with nonhealing 
ulcers seek help early, knowing such ulcers 
can progress rapidly to gangrene. Their 
pain is slight unless there is severe nerve 
involvement. 


Not all methods used to determine the 
status of the circulation are of value. The 
oscillometer does not indicate whether the 
circulation is adequate, for the smaller 
vessels are nonpulsatile. In patients with 
strongly suggestive vascular disorders, the 
oscillometric index readings often are 
within normal range. The same is true of 
the kymometer and the  sphygmoma- 
nometer. The status of the vascular tree in an 
extremity can be learned by use of arterio- 
graphies and venographies. A_ pathologic 
condition is revealed by marked irregular- 
ity, reduced caliber, or occlusion of the 
vascular tree; by demonstration of the de- 
gree of collateral circulation, and its gen- 
eral distribution, and by visualization of 
congenital variations, aneurysms and con- 
figuration of tumors. Untoward complica- 
tions are not evident. 

Drug therapy of vasodilation may im- 
prove circulation temporarily. Priscol (tol- 
azine hydrochloride) has doubtful value 
and has disagreeable reactions. Alcohol 
(two cocktails or highballs each night) can 
produce vasodilation. Drugs found helpful 
are: (1) Depropanex, a pancreatic extract, 
has some clinical value. (2) Prostigmine, 
0.5 mg. subcutaneously, is helpful in some 
cases of Buerger’s disease, but not in arterio- 
sclerosis; diarrhea, a side effect is controlled 
by atropine. (3) Choline derivatives given 
by iontophoresis may help if not given 
orally, but are expensive. (4) ACTH and 
cortisone may be of value in stubborn cases 
of Buerger’s disease. 

Surgery does not cure but arrests progress 
of the disease. Sympathectomy may increase 
circulation to the extremity. A preoperative 
test indicates whether the operation will be 
followed by a good response, through pre- 
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liminary blocking of the sympathetics by 
drugs (procaine, alcohol). A temporary 
blocking may tide a poor risk patient over 
the crisis. Negative tests are not trust- 
worthy. The trend in Buerger’s disease is 
away from amputation, toward a conserva- 
tive regime. The gangrenous area is allowed 
to demarcate slowly and if possible to un- 
dergo spontaneous amputation, since under 
a good appearing skin may be anoxic tissue 
which would not heal after surgery. Re- 
amputation in the present series was re- 
quired in 3 of 14 amputations for Buerger’s 
disease and in 5 per cent for diabetic gan- 
grene. Determination whether the dorsalis 
pedis artery is patent is necessary before 
amputation in diabetic gangrene; if so, 
healing is possible with help of massive 
antibiotic therapy. Rest and avoidance of 
tobacco are imperative. Skin care to avoid 
its breakage is most important to avoid 
gangrene. Application of compound tinc- 
ture of benzoin provides an excellent pro- 
lective coat in concentrated form (obtained 
by evaporating its alcoholic content by leav- 
ing its container open for 24 to 48 hours) . 
Delicate areas are coated three to five times 
at bedtime. 


Leg Cramps, Fields, A. California Med. 
92: 204-206, 1960. 

Cramps in the foot and leg are chiefly 
associated with interference in nutrition 
and gas exchange of normally innervated 
skeletal muscles and may accompany vari- 
ous diseases, such as circulatory deficiencies 
—atherosclerosis, vasospasm, varicose veins, 
thrombophlebitis. They may occur after 
unusual activity or muscular effort, and are 
most frequent at night, and during preg- 
nancy. The contraction rate in normal 
muscles is 10 to 50 per second; in myotonic 
muscles, 100 to 150 per second. But during 
skeletal muscle cramps, a single fiber may 
vibrate up to 300 times per second. 

Effective management requires an under- 
standing of the etiology, the pathophysi- 
ology, and diagnostic technics. Overweight 
should be reduced and proper diet is essen- 
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tial—a low calorie, low fat, low carbohy- 
drate, high protein diet, and reduction of 
intake of whole milk; vitamin supplements 
high in B, C, and D and containing the 
necessary minerals should be included. Cal- 
cium lactate or gluconate may be given 
intravenously to relieve spasms. Other pal- 
liative medications used are nicotinic acid 
to produce cutaneous vasodilation, and 
some lipid-clearance to enhance the action 
of ataraxic agents. The most effective, non- 
toxic muscle relaxant is orphenadrine hy- 
drochloride (Disipal®) 25 mg. given twice 
daily, or if cramps occur at night 50 mg. at 
bedtime. Tranquilizers and antihistamines 
may be used in small doses for short periods. 
The depressant action produced by any of 
these drugs can be combatted by use of 
monoamine oxidase inhibitors, such as 
2-dimethyl aminoethane (Deaner®) 25 mg. 
twice a day. Hydrochlorothiazide in small 
doses may be given in cases of edema. 

Foot care consists of control of fungus 
infections, proper treatment of corns and 
calluses, and wearing of clean stockings and 
good shoes, Warm soaks and contrast sprays 
twice daily, massage with a dilating oint- 
ment, muscle stretching exercises, and exer- 
cises against increasing resistance, are help- 
ful. Correction of foot imbalance is 
important. 

Physical therapy is used according to the 
individual case--use of sine wave, ionto- 
phoresis, a rocking bed, repeated hydro- 
massage, warm (not hot) baths and soaks, 
and contrast sprays. Edema and venous in- 
sufficiency may be benefited by use of diure- 
tics, and wearing an elastic support, and 
repeated elevation of the foot (for 5 min- 
utes every hour) during massage, manipu- 
lations and exercises. Arterial insufficiency 
may require lumbar sympathetic blocks, 
intra-arterial vasodilator relaxants (metho- 
carbamol), thrombolytic enzymes  (Plas- 
min), oxygen and anticoagulants, and in 
some cases sympathectomy, angiography, 
and reconstructive arterial surgical proce- 
dures. The author gives detailed instruc- 
tions for foot and leg exercises. 
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Efficacy of a Spray Containing Hydro- 
cortisone and Oxytetracycline in Varicose 
Ulcer, Harris, P. G. Brit. J. Clin. Pract. 14: 
451-54, 1960. 


Two groups of patients with varicose 
ulcers which had existed from a few months 
to many years were treated, one group with 
a spray before bandaging and the other 
with bandaging only. The spray containing 
oxytetracycline (Terramycin®) and hydro- 
cortisone was applied to the ulcerous area 
for two seconds. Ten minutes later an 
Ichthopaste bandage was applied. The 
bandage was applied firmly on the affected 
extremities of the patients of both groups, 
winding from the toes and up the leg as far 
as the tibial tubercle. The bandage con- 
trolled venous leaks into the tissues, so that 
as the patient walked about, the blood 
supply to the ulcer was improved and 
edema disappeared. Those who received 
the spray had a final spraying over the 
Ichtopaste bandage at the ulcerated area. 
Then a two-inch wide open-wove bandage 
was applied over the Ichtopaste bandage. 
The patients returned in 2 weeks, when the 
bandage was removed, and reapplied at 
weekly intervals as needed. 

After successful healing the patients were 
instructed to put on an elastic bandage 
(a two-way stretch for women, a single 
stretch for men) in the morning just before 
getting out of bed and to remove it after 
retiring at night. Ulceration recurred in a 
few instances and these patients were re- 


ferred to a surgeon for ligation of the 


affected veins. Healing was complete in an 
average of 6.3 weeks in those who had spray 
treatment, and in an average of 11.7 weeks 
in those treated with occlusive bandage 
only. No side effects nor complications 
developed. The combined hydrocortisone 
and oxytetracycline spray therapy neutral- 
ized the inflammatory reaction in the ulcers 
produced by the progressive process of cellu- 
lar necrosis. This allowed healing of the 
ulcers by mechanical compression of the 
veins and restoration of a more normal cir- 
culation by use of the compression bandages. 
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Venous Stasis of the Lower Extremities: 
A Simple Clinical Test, Popkin, R. J. Amer. 
Pract. 11: 301-302, 1960. 


An involvement of veins causing pain in 
one or both lower extremities is of frequent 
occurrence. When pressure of the finger 
will produce pitting or a tenderness over 
the distal anteromedial pretibial surface, 
this is an indication of venous insufficiency 
and may be used as a sign in diagnosis. The 
test is made with the patient lying prone, 
with shoes and stockings removed. The 
pain caused by finger pressure is usually 
more intense distally; it rarely is noted in 
the upper half of the leg. Pain and pitting 
becomes more evident in the afternoon after 
the patient has walked about. 


Of 200 ambulatory patients examined 
one afternoon, over 75 per cent complained 
of pain in the lower extremities. In many 
the pain ,was associated with cardiac, pul- 
monary, cerebral, vascular or arthritic dis- 
ease. A positive response of pain to finger 
pressure was obtained in over 80 per cent 
of those complaining, varying in severity 
according to the degree and duration of 
dependency. Edema was observed in about 
one half of these patients. 

Venous stasis occurs in cases of venous 
obstruction, insufficiency, and varicosities, 
or following varicose vein surgery with su- 
tures, scarring or interruption of channels, 
phlebothrombosis and phlebitis. Venous 
flow can be obstructed by pregnancy, pul- 
monary emphysema, by long dependency 
of an extremity, or by a tightened heel cord 
causing spasm in the calf muscles—due to 
wearing high heels. A positive response is 
often associated with complaints of tender- 
ness, restlessness, aching, burning —pares- 
thesias, and many bizarre seemingly unre- 
lated symptoms referable to the extremities. 


Results of Tenotomy of the Tendo Achil- 
les in Intermittent Claudication, Boyd, 
A. M. and Bloor, K. Brit. Med. J. 1: 548-51, 
1960. 

Operations performed for relief of symp- 
toms without first rectifying the underlying 
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causes are mere quackery, for example, in 
intermittent claudication. The technic of 
subcutaneous tenotomy of the tendo Achil- 
les, used in treatment of this disorder, és 
described. !t is based on experience with 
its use in 72 patients severely handicapped 
by claudication. Defunctioning of the call 
muscles by this method provides complete 
relief of pain and only a slight degree of 
disability—but only after careful manage- 
ment preoperatively and with the patient’s 
courageous, intelligent cooperation after 
operation. ; 

The tenotomy is performed, and after 24 
hours the wound is inspected; if satisfac- 
tory, the patient sits on the edge of the bed, 
with his feet on the floor, and gradually 
increases the pressure on the tenotomized 
foot until standing is comfortable. He walks 
first with a cane, concentrating on walking 
with a normal gait. Normal life should be 
resumed within a week after surgery. The 
gap of about 2 inches, formed when the 
ends separate after the division, is gradu- 
ally bridged by a band of thickening tissue 
which becomes tendinous, and moderately 
strong plantar flexion becomes possible. 
Since the band does not contract nor ap- 
proximate the cut ends, the tendon is per- 
manently lengthened. Keeping the paticnt 
in bed allows the ends to remain in oppo- 
sition and healing takes place without 
lengthening. Walking must be delayed if 
complications develop (hematoma, leakage 
40 per cent of patients develop a sore heel 
in 3 to 4 weeks after normal activity is re- 
sumed. This is relieved by placing foam 
rubber under the heel. Soreness disappears 
in a few months. If the pain is localized, 
X-rays may reveal the presence of a calcaneal 
spur. Or soreness may be due to a pound- 
ing gait because some of the normal fatty 
pad on the plantar surface of the heel was 
lost. But recovery follows in a few months, 
dlue to rejoining of the tendon, which allows 
a normal, springy gait. In two patients 
severe soreness was cured by division of the 
infection) , or phlebitis may occur. About 
posterior saphenous nerve in the back of 
the calf. 
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The operation resulted in lasting relief 
in 22 per cent of the 72 patients, and 21 
per cent had a worthwhile respite of at 
least one year. Of the 41 patients not bene- 
fited, 5 were not suitable mentally and did 
not persist with walking. Six patients were 
poorly selected and osteoarthritis was imme- 
diately precipitated. Failure in 17 others 
was due to intermittent claudication again 
occurring in the same leg or in the other 
leg and also to poor selection. Since tenot- 
omy was performed bilaterally in 10 pa- 
tients and failed in 7, tenotomy is not rec- 
ommended in bilateral cases. Thus 34 of 
the 41 patients in whom the operation 
failed should not have had this operation. 
Tenotomy has a definite but limited place 
as a palliative treatment of intermittent 
claudication in selected cases. Patients with 
aortic-iliac thrombosis should be excluded 
or tenotomy may lead to claudication of 
the thigh and buttock. 


Dermatology 
Freezing-Point of Human Skin, Keatings, 
W. R., and Cannon, P. Lancet 1: 11-14, 
1960. 


To determine the validity of the claim 
that human skin does not freeze until cooled 
to —2.2°C, and to discover whether human 
skin can freeze at a higher temperature 
than —1.9°C, which is the freezing point 
of sea water, freezing experiments were per- 
formed on the little fingers of healthy sub- 
jects aged’ 18 to 38 years. The results 
showed that human tissues do freeze at the 
temperature of —1.9°C. The fingers almost 
invariably froze when cooled to that tem- 
perature if they had been soaked in fresh 
water and ice beforehand. Freezing to 
~—1.9°C in brine for periods of 4 to 7 min- 
utes produced no significant side effects, 
but such freezing for 1114 minutes caused 
pain and hyperemia. These symptoms and 
also blistering resulted from repeated freez- 
ing for shorter periods. 

Many immersion injuries have been sul- 
fered by men in ships sunk in the area of 
thé Norwegian sea, where the water freezes 
at —1.9°C. The experimental study showed 


589 


} 


the importance of providing sufficient pro- 
tection to keep the skin temperature at 1°C 
or more above water temperature when im- 
mersion in freezing sea water is anticipated 
or unavoidable. 


Chronic Ringworm Infection of the Skin 
and Nails Treated with Griseofulvin, B. 
Russell. Lancet 1: 1141-47, 1960. 

For a 4-month period 33 patients with 
ringworm were treated with griseofulvin 
tablets (1.5 Gm. daily), while 30 others used 
as blind controls received inert tablets of 
the same appearance. Of the 33 patients 
treated, 31 showed definite clinical improve- 
ment. Only 1 of the 30 controls improved. 
Minor side effects and elevated monocyte 
counts were similar in the two groups. 
Griseofulvin therapy was continued in the 
group of 33 patients from 4 to 13 months. 
The 30 control patients at the end of the 
4 months on placebos were given griseoful- 
vin for a period of 214 to 8 months. Most 
of these treated patients showed clinical 
improvement by the eighth week and by the 

Recurrent lymphangitis in 25 patients was 
treated over a 10-year period. These pa- 
tients all had proven dermatophytosis. Onset 
is sudden in these cases, severe symptoms 
develop within a few hours, pain becoming 
acute, attended by shaking chills and fever 
up to 106°F, lasting for a few hours to 
three days and often accompanied by ma- 
laise, headache, nausea and vomiting. A 
small red area on the leg soon spreads over 
the extremity which is swollen and tender. 
The attack may last from 4 to 14 days, but 
the swelling persists until clinical signs of 
acute inflammation disappear. Attacks may 
recur once a week or several months apart. 
The 25 patients had 2 to 32 attacks in | to 
30 years. One patient had 30 attacks within 
3 years. With each attack edema becomes 
worse until eventually it becomes irrevers- 
ible. Of 20 patients followed-up, 15 re- 
ported no further attacks, 5 continued to 
have attacks. All still had dermatophytosis. 
The disease is frequently misdiagnosed. 
Sixteen patients who had been previously 
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examined elsewhere had received a diag- 
nosis of thrombophlebitis or recurrent 
thrombophlebitis; 3 had a diagnosis of cel- 
lulitis, 2 rheumatic fever, and 1 osteomye- 
litis. 

Acute lymphangitis attacks often subside 
spontaneously in 4 to 14 days. Dramatic 
response within | to 3 days may follow 
treatment with penicillin or other antibi- 
ouics. Bed rest, elevation of the affected 
extremity, and application of warm, moist 
packs are helpful. Edema of the limb should 
be controlled as far as possible. A well- 
fitted elastic stocking is helpful if worn 
of serosanguinous fluid from the wound, or 
sixteenth week appearances were usually 
normal, with all skin lesions healed by the 
thirty-sixth week. 

Almost all of the patients with involve- 
ment of the fingernails improved by the 
twelfth week, but only 62 per cent of those 
with toenail involvement showed improve- 
ment by that time. At the end of the tenth 
month 80 per cent of patients with lesions 
of the fingernails had normal appearing 
nails as compared with 12 per cent with 
lesions of the toenails. Of patients followed 
for 1 year, the 8 with lesions of the finger- 
nails had negative findings to fungal tests 
by that time, but only 3 of those with lesions 
of the toenails. In spite of griseofulvin 
therapy for a period of 8 to 48 weeks, 52 per 
cent of the patients continued to harbor 
fungi, although the skin lesions had healed. 

Griseotulvin is valueless in topical ther- 
apy of T. rubrum infection, but its efh- 
ciency by the oral route seems to be a major 
therapeutic advance. Prolonged treatment 
will restore a normal appearance to a high 
percentage of affected nails, but mycologic 
cure is more difficult to attain. 


Musculoskeletal System 
Foot Deformities in the Newborn, Moe, 
J. H. Amer. Acad. Gen. Pract., 11th Ann. 
Conf., San Francisco, April 6, 1959, p. 179. 
Congenital talipes calcaneo valgus, which 
occurs in 14 per cent of the newborn, often 
is given little attention. The foot lies in 
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dorsiflexion, with restricted plantar flexion. 
Occasionally spontaneous recoveries occur 
without therapy, but usually untreated 
cases lead to pronated feet. The growing 
child tires easily and may acquire an awk- 
ward, even painful walk. A favorable out- 
come in mild and moderate deformities 
and in most of the severe cases is assured 
if splinting is used beginning on the day 
of birth. Moulded or plaster splints should 
be applied in plantar flexion, with the arch 
of the foot well elevated. Then after a few 
weeks, with the foot fiexible and normal in 
appearance, Denis Browne splints should 
be applied with shoes attached, bent so as 
to hold the feet sharply inverted. If this 
early treatment is continued, flat feet will 
not occur. 


Talipes equine varus (club foot) is of 
unknown origin, but is a common occur- 
rence in the newborn. The foot is sharply 
inverted, the forefoot adducted, and the 
heel cord shortened. Until the varus is 
corrected, the degree of equinus may not 
be known. Therapy should begin at birth 
with correction by use of splints (generally 
preferred), or by use of Denis Browne 
splints. Tenotomy of the heel cord should 
be performed early to correct the resistant 
equinus. A “rocker bottom” foot can de- 
velop and make further correction impos- 
sible if casts are poorly applied or if they 
are allowed to slip. Persistent treatment is 
necessary with maintenance of overcorrec- 
tion. In order to maintain permanent cor- 
rection, surgical release of soft tissues and 
tendon transfer may be needed. 

Congenital metatarsus adductus, a deform- 
ity which should not be disregarded, 
should be corrected rapidly by use of wedg- 
ing casts. Special shoes holding the foot in 
valgus are necessary for maintaining the 
correction. Denis Browne splints are not 
used. If the metatarsus deviation into ad- 
duction continucs, osteotomy may be per- 
formed later. Should metatarsus adductus 
be combined with calcaneal deformity, pro- 
longed retention in a well moulded correc- 
tive cast is necessary. Mild cases, which re- 
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spond to manual overcorrection, Gan be 
treated with simple massage and stretching 
by the parent. 


Treatment of Calcaneonavicular Bar, 
Kendrick, J. L. J.A.M.A. 172: 1242-44, 1960. 

This rare deformity was noted in only 
seven of hundreds of children’s feet exam- 
ined. A calcaneonavicular bar when com- 
plete joins the entire lateral aspect of the 
os navicular to the calcaneus, replacing 
the calcaneonavicular ligament and produc- 
ing a rigid fusion which causes strain and 
pain. Children with pain in the foot and 
peroneal spasm should have roentgenologic 
examination to determine the possible pres- 
ence of a calcaneonavicular bar and/or a 
talocalcaneal bridge. As the two often co- 
exist, the examination should include 
oblique-lateral and superoinferior views of 
the os calcis. 

Five of the 7 children had both feet 
affected; 2 boys had both anomalies bilater- 
ally; 1 girl with both feet affected had a bar 
and a bridge in one foot and only a bar in 
the other foot. Onset of symptoms occurred 
between the ages of 9 and 12, with insidious 
development. All but 2 of the 11 feet were 
painful; restriction of motion was common; 
7 feet had peroneal spasm; | foot had an- 
terior tibial spasm. ‘Tenderness over the 
area of the bar was frequently noted, unless 
the bar was complete. All patients fatigued 
easily and activity aggravated the symptoms. 
Arch supports and rest brought no relief. 

In the 4 feet with broad complete bars, 
2 had resection of the bars, with fat inter= 
posed in the deflect; neither was relieved; 
in one of them the bar reformed completely 
within a year. Relief was obtained in 3 of 
the 4 feet by triple arthrodesis; 1 foot re- 
mained painful and unimproved by resec- 
tion of the bar. Of 7 with incomplete 
calcaneonavicular bars, 2 were painless and 
required no treatment. One child had had 
poliomyelitis and wore a brace; this con- 
trolled the symptoms. The remaining 4 feet 
afiected had complete relief following resec- 
tion of the bar and had a subsequent return 
of good motion to the subastragalar joint. 
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Plantar Dissection: An Operation to Re- 
lease the Soft Tissues in Recurrent or Re- 
calcitrant Talipes Equinovarus, Bost, F. C., 
Schottstaedt, E. R., et al. J. Bone & Jt. 
Surg. 42-A: 151-64, 1960. 

Plantar dissection if used early in cor- 
rection of talipes equinovarus may prevent 
long hospitalization, repeated operations, 
and eventual need of triple arthrodesis. 
The procedure releases the ligamentous 
tissues associated with the articulations of 
the navicular, talus and calcaneus. (The 
surgical procedure is described in its eleven 
steps and should be studied by those at- 
tempting this operation.) Following the 
operation the foot is placed in a_ plaster 
cast in gentle correction position, or if this 
causes tension in the soft tissues, in a posi- 
tion approximating its former state, and 
held in relaxed position until the wound 
heals—in about 3 to 4 weeks. Usually heal- 
ing is by primary intention, but occasion- 
ally a slough develops along the line of 
incision. Further correction of the deform- 
ity must await healing. 

Gradually correction is effected by re- 
peated changing of the plaster cast, or by 
Kite’s wedging procedure. This usually re- 
quires about 514 months, but in some in- 
stances 9 to 12 months. In cases of recur- 
rence, plaster-cast therapy is required for 
further periods, or subsequent operations. 
Following plantar dissection, additional 
procedures, other than triple arthrodesis, 
may be necessary to complete the correc- 
tion, as was the case in 15 of the feet dis- 
cussed, Some feet required more than one 
procedure, such as late transplantation of 
the anterior tibial tendon, lengthening of 
the Achilles tendon if not originally length- 
ened, Jones’ suspension of the metatarsals, 
etc. Plantar dissection was not repeated in 
any of patients in this series. 

Plantar dissection was performed on 70 
feet of 51 patients, aged 13 to 16 years, in 
whom talipes equinovarus was recurrent or 
had been recalcitrant to other measures. 
In 45 (64 per cent) of these feet satisfac- 
tory correction of the deformity was ob- 
tained; in 25 (36 per cent) the outcome 
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was unsatisfactory. In 17 of these 25 cases 
triple arthrodesis was performed with satis- 
factory results in all but 4 feet. This oper- 
ation was performed from | to 4 years after 
plantar dissection in 7 and from 5 to 10 
years in the others. 

Performance of plantar dissection in 
early childhood can be entirely satisfactory 
(triple arthrodesis is totally undesirable). 
If correction is incomplete in a young child, 
at least the good functional results persist 
through childhood and allows final cor- 
rection by arthrodesis without removal of 
bone from the tarsus. Many feet having 
loss of flexibility after plantar dissection 
still retain 50 to 75 per cent of normal 
function. Some have a good correction of 
the deformity and good function in spite 
of 50 to 75 per cent or more restriction ol 
motion, 


Pain in the Foot and Heel, Richardson, 
A. T. Ann. Phys. Med. 5: 56-67, 1959. 

Localization of painful lesions in the 
foot requires a search for deformities, test- 
ing of passive mobility of the joints, exam- 
ination of the foot during weight bearing, 
and inspection of the shoes for excessive 
wear. Complete examination includes study 
of locomotor, central nervous and vascular 
systems, and a radiologic search for bone 
and joint changes. Unless specific therapy 
is required, as in tuberculosis of a joint, 
management consists of (1) restoration of 
mobility as far as possible, (2) some regu- 
lation of foot movements by orthopedic 
supports, and (3) attempts to redistribute 
weight bearing either by supports or by 
surgery. Heat, massage and foot exercises 
are of little value. 

Pain in the forefoot may be associated 
with deformity, such as pes valgus, pes 
cavus, hallux valgus and rigidus, or lesser 
deformities such as hammertoe, congenital 
shortness of the first metatarsal, abnormal 
position of metatarsals and proximal pha- 
langes cause by muscle imbalance, or by 
faulty footwear. Pes valgus and _ flatfoot 
rarely produce pain in children until the 
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age of 7 or 8. A general postural defect 
may be the result of a short tendo Achillis, 
or an obliquity or rotation of the lower 
tibial epiphysis. An aching pain may occur 
at the end of the day after walking, or 
from standing for a long time in slippers 
or sandals. In spasmodic flatfoot in ado- 
lescence, spasm of the peroni and long ex- 
tensors of the toes hold the toes in valgus, 
and is probably due to a lesion of the talo- 
calcaneal ligament or midtarsal joint. Pas- 
sive inversion of the foot increases the pain. 

Pes cavus usually arises from incoordina- 
tion of the interossei, lumbricals, and short 
flexors and abductors of the first toe. It 
can be caused by neurologic lesions such 
as acute anterior poliomyelitis, peripheral 
nerve lesions, Charcot-Marie-Tooth disease, 
Friedreich’s ataxia, and their variants, and 
is usually painless until adulthood. The 
lesions are distinguished by the presence of 
electrodiagnostic signs of denervation in 
the small muscles of the foot. In time ab- 
normal pressure on the ball of the foot 
causes pain and callosities form under the 
metatarsal heads. The deformity may be- 
come permanent and require wearing of 
special shoes with thick insoles to fit the 
high instep. Arthrodesis of the interpha- 
langeal joints may be required to correct 
muscle imbalance (Lambrinudi’s opera- 
tion) . 

Hallux valgus with lateral deviation of 
the phalanx at the first metatarso- 
phalangeal joint and formation of an exos- 
tosis and adventitious bursa on the meta- 
tarsal head (bunion) may lead to degen- 
erative changes in the joint. 

Hallux rigidus, frequently bilateral, is 
due to an underlying osteoarthritis. It may 
cause hyperextension of the first metatar- 
sal, throwing more weight on the big toe 
and leading to degenerative changes in the 
metatarsophalangeal joint. 

Chronic foot strain may occur with or 
without deformity of the foot. The foot 
is unable to rotate into valgus position on 
static weight bearing. Its rigidity limits 
passive movements. 

Pain unassociated with foot deformity 


Podiatry Association, August, 1961 


may be caused by lesions in one or more 
structures of the foot, and is demonstrated 
by restriction of passive movements in the 
affected joint, and confirmed radiologically. 
The most common lesions are strains, osteo- 
arthritis, rheumatoid or degenerative ar- 
thritis, tuberculosis of a joint, gout. Meta- 
tarsalgia of the big toe usually arises from 
traumatic lesions of the sesamoid bones 
under the metatarsophalangeal joint. “The 
peripheral nerves of the foot may be in- 
volved—the painful burning of the diabetic 
and alcoholic, peripheral neuropathies, and 
agonizing pain of Morton’s metatarsalgia. 

Pain under the heel results from lesions 
of the calcaneum and is aggravated by 
weight bearing (calcaneal fracture, Paget's 
disease, melorheostosis). Less frequent 
causes are post-traumatic osteoporosis of 
the os calcis and small bones of the foot. 

Plantar fasciitis is the commonest cause 
of pain under the heel. It derives from 
fibrosis in the plantar fascia secondary to 
collagen degeneration in this tissue, or to 
trauma, or possibly to infection, and may 
last for more than 18 months, but clears 
up finally. 

Pain behind the heel, for example, 
apophysitis of the calcaneum in children 
aged 8 to 14, is located over the point ol 
the heel, with tenderness over the postero- 
inferior edge of the os calcis. Other con- 
ditions are  noninfective tenosynovitis 
which affects the sheaths of the tibialis 
posterior, the flexor digitorium longus, or 
flexor hallucis longus or brevis on the 
lateral side. Involvement of the sub-\chilles 
bursa in rheumatoid arthritis, in ankylos- 
ing spondylitis, or Reiter’s syndrome may 
lead to erosions of the os calcis or to peri- 
osteal reaction. Nurses may suffer pain in 
the bursa overlying the tendo Achilles, due 
to pressure between the shoe and a promi- 
nent lateral tubercle of the os calcis. 


Knee and Ankle Injuries, Reid, S. E., 
and Healion, T. E. Wisconsin M. J. 58: 
561-63, 1959. 

Complete rest after injury to an extrem- 
ity can cause a greater disability than the 
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original injury, due to disuse. Injury to 
an athlete resulting from some violent force 
can be serious. Except in minor injuries, 
radiographs are necessary because of pos- 
sible fracture. Soft tissue injuries often are 
neglected, not being seen on x-ray exam- 
ination. ‘The athlete’s early return to the 
game depends on (1) the seriousness of the 
injury—tears of knee ligaments and dislo- 
cations require months of care; simple 
joint injuries cause slight disability; (2) the 
desire of the player to return to the team 
(he may not want to play); (3) condition- 
ing of the athlete before injury—whether 
the joints are protected by good condition- 
ing; (4) cooperation of player, coach, 
trainer, and physician. 

An unbroken ankle should be wrapped 
in an elastic bandage to prevent swelling. 
According to his discomfort, the patient is 
allowed weight bearing or he uses crutches. 
The day after treatment, the ankle may be 
strapped and the patient tries to walk. If 
he walks without limping, he is allowed 
to jog and, as tolerated, to sprint without 
cutting. When he can do this, full activity 
should be encouraged. The possibility ol 
separation of the tibiofibular joint causing 
widening of the ankle mortise should be 
considered (as radiologically demonstrated 
by inversion and eversion). ‘The interos- 
seous membrane also may be torn. This 
requires use of a cast. 

An injury to the knee joint is more seri- 
ous than one to the ankle joint, as it is 
subject to reinjury because of weakness of 
the quadriceps muscle group. The muscles 
may be conditioned to protect the knee by 
use of weights attached to the foot, and 
the athlete required to extend the knee 
fully until he can lift 90 to 100 pounds 
successively ten times. Hamstring muscles 
are strengthened by similar weights at- 
tached to the foot and the knee flexed 
against increasing resistance. 

Weak ankle should be protected by ankle 
wraps or adhesive tape. Immobilizing the 
ankles with adhesive strapping, however, 
can cause knee injury; therefore, only 
ankles that have been injured are strapped. 
Other ankles are wrapped. Wearing of long 
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cleats adds to the chance of knee injuries. 
Unstable knees and knees with weak liga- 
ments should be strapped before football 
scrimmages. 


A Modified Lambrinudi Operation for 
Drop loot, Benyi, Paul. J. Bone & Joint 
Surg. 42B: 333-35, 1960. 

The Lambrinudi arthrodesis used in cor- 
rection of talipes equinus and equinovarus 
is successful in moderately severe clubfoot, 
congenital or paralytic, but does not pro- 
duce sufhicient correction in very severe de- 
formities. ‘he extent of the angle and 
length of bone wedge that can be taken 
from the talus and calcaneus is insufficient. 
A modified Lambrinudi arthrodesis is de- 
scribed which produced excellent results in 
42 of 45 operations for the severest types 
of clubfoot; 18 were congenital and 26 
paralytic talipes equinus or equinovarus. 

A curved lateral (Kocher) approach was 
made, the peroneal tendons cut, the talo- 
navicular and calcaneocuboid joints opened, 
and the navicular bone excised. The cal- 
caneocuboid joint was then excised and a 
wedge of bone removed, which included 
the lower surface of the talus, the upper 
surface of the calcaneus, and the upper 
part of the cuboid bone. After removal 
of the lower parts of the cuneiform bones 
by use of a gouge fitted over the beak of 
the talus, the raw surfaces of bone were 
apposed, the peroneal tendons sutured, and 
the wound was closed. The foot was im- 
mobilized in plaster for four months, with 
walking allowed after the third week. 
Lengthening of the calcaneal tendon is not 
necessary. 

Skin and soft tissue necrosis which oc- 
curred after operation in a few patients 
with congenital talipes was the only com- 
plication, but was so severe in two patients 
that the final result was poor. Since tight- 
ness of the skin and contracture of subcu- 
taneous tissues appeared to be the cause, 
recurrence can be prevented by performing 
plantar fasciotomy or a Steindler operation 
when warranted. The foot is then immo- 
bilized in plaster for five weeks with as 
much correction as possible. 
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Organization News 


Secretaries of local, state, regional, affiliated, subsidiary and other related 
organizations are invited to submit copy for these columns. 


Florida 

The 39th Annual Meeting of the Florida 
Podiatry Association featured Workshop 
sessions as follows: “Surgical Review’ by 
Drs. Burton Bornstein and Harvey Kopel- 
man; “Static and Dynamic Digital Shield- 
ing” by Drs. Irving Block and Herbert 
Feinberg; “Practice Efficiency’ by Dr. 
Robert A. Giudice; “Orthopedic Strap- 
pings” by Dr. Joseph Dollar and “A Re- 
view of Florida Insurance and the Podia- 
trist’” by Dr. Allan Horn. 

At the business session, Drs. Feinberg and 
Hurd reported on the forthcoming na- 
tional meeting. 

Elected to office were: John McCattrey, 
President; Robert A. Giudice, President- 
elect; Harvey Kopelman, Ist Vice Presi- 
dent; Burton Bornstein, 2nd Vice Presi- 
dent; Joy Adams, Secretary-Treasurer; Del- 
egates to National Convention, Drs. Hurd 
and Adams; Alternates, Drs. McCaffrey and 
Giudice. 


Under the chairmanship of Mrs. Ray- 
mond Burton, the Women’s Auxiliary met 
and discussed their part in the forthcoming 
annual A.P.A. meeting. 


Dade County 

The tollowing were installed as officers 
of the Dade County Podiatry Association: 
Martin M. Horn, President; Edward Gold- 
berg, Vice President, and Edward M. 
Samuels, Secretary-Treasurer. 

Six members completed a 5-week course 
in gross anatomy dissection at the Uni- 
versity of Miami Medical School under the 
direction of George Paff, Ph.D., Professor 
of Anatomy. 


Oklahoma 

A Bylaws and Constitution Committee 
has been appointed to draft some changes 
in the Oklahoma Chiropody Association, 
including one to provide a change in the 
name of the Association to the Oklahoma 
Podiatry Association. 


“LIFE'S FOUNDATION — YOUR BABY'S FEET" is an our- 
standing and comprehensive booklet on the growth ard care of chil- 
dren’s feet. Written for the layman, it is concise, cleverly illustrated 
and will prove valuable especially to the parents of young children. 
Many Podiatrists-Chiropodists have received a copy of this booklet 
and have ordered them in quantity. For those of you who have not 
ordered and for those who wish to reorder, please clip the order blank 
below and mail with your check for your supply. 


WOMEN'S AUXILIARY 
AMERICAN PODIATRY ASSOCIATION 
(National Associaticn of Chiropodists) 

2035 WEST ALABAMA, HOUSTON 6, TEXAS 


Please ship to me "Life's Foundation — Your Baby's Feet" in the quantity marked 


100 copies $4.00 
500 copies 17.00 
1,000 copies 30.00 


0 P. P. Prepaid 
P. P. Prepaid 
0 P. P. Prepaid 


5,000 copies 136.00 a) Express Collect 
10,000 copies 250.00 0 Express Collect 
Check payable to Women's Auxiliary, APA, in the t of $ is enclosed. 


NAME 


STREET ADDRESS 


CITY and STATE 


SEE THE EXHIBIT AT YOUR REGION CONVENTION 


Podiatry Association, August, 1961 


595 


7 
in = 


wake! 


On July 15th, Dr. Warren D. Long re- 
tired from the Oklahoma Chiropody Board 
of Examiners after 20 years of continuous 
service. Dr. Long was instrumental in the 
passage, in 1935, of the first Oklahoma 
Chiropody Practice Act. He was instru- 
mental in extensive Oklahoma Health and 
Accident Insurance coverage survey which 
led to the ruling that chiropodists are foot 
physicians and the eventual acceptance and 
participation by Oklahoma chiropodists in 
Blue Cross-Blue Shield Plans in 1958. 

Another of his projects was the standard- 
ization of testing procedures and processing 
of applicants for examination based on the 
studies made by consultants from Prince- 
ton University. 


Pennsylvania 
Lehigh Valley 

At the regular meeting of the Board of 
Directors of the Lehigh Valley Diabetes 
Association, Inc., the following resolution 
was made by Raymond Wing, M.D., Chair- 
man of Northampton County Committee 
on the Care of the Aging and passed unani- 
mously: 


“That due to high incidence of foot 


conditions in the particularly 
among the diabetic, and those with vas- 
cular disease, it is recommended that hos- 
pitals and convalescent homes employ the 
services of the Podiatrist (Chiropodist) in 
the prophylactic care of these patients.” 


elderly, 


Rhode Island 

At the annual meeting of the Rhode 
Island Podiatry Society, held in North 
Providence, the First Annual Myron Kel- 
ler Memorial Award for devoted service 
to the Profession of Podiatry and the Rhode 
Island Podiatry Society was presented to 
Dr. Marvin D. Steinberg of New York City. 
The group was addressed by Drs. Albert J. 
Kilberg of Camden, N. J., and Frank Rubin 
of Philadelphia, Pa. 

Announcement was made concerning the 
recently approved mandatory legislation 
amending the Enabling Act which pro- 
the constitution of the Rhode 
Island Blue Shield-Physicians Service Pre- 
Payment Health Plan. 

Officers 


vides for 


installed for 1961-62 were: 


44 44 
Weekend in Washington 
Region Eight 
[Va., W.Va., N.C., 8.C., D.C.) 

odiatry 
Vovember 10-11-12, 1961 


Hotel Washington, C 


ly Sidney _Katzoff will 
on Surgery and will i ddd by 
ak. Raymond jacobs, Michigan 


596 


VoL. 51, No. 8, Journal of the American 


= 
é 


Edward Hochman, President; Irwin kap- 
lan, President-elect; Thomas Burgess, Vicc 
President; Samuel Kouffman, ‘Treasurer: 


Leonard Lerner, Recording Secretary; An- True Balance Inlays 

thony DeFusco, Financial Secretary; John and Full Extension Inlays 

McGauran, Delegate to APA; A. Joseph 

O’Rourke, Alternate. The following will . . . made to your 

serve on the Board of Directors: Drs. C. prescription. 

Cloutier, M. Romano, J. Allen, J. Hamil- 

ton, F. Goldstein, T. Decesare and V. 

Turco. Metal Whitman Braces 
Officers of the Women’s Auxiliary of the 

Rhode Island Podiatry Society were in- and all other metal 


stalled as follows: Mrs. Edward Hochman, 
President; Mrs. Dante Cedrone, First Vice 
President; Mrs. Samuel Kouffman, Second 
Vice President; Mrs. John Conaty, Secre- 


braces made to casts. 


For all special custom 


tary; Mrs. Gactano Calise, Recording Sec- work, consult us. 
retary; Mrs. Albert Kumins, Treasurer; 

Mrs. Melvin Greenberg, Sunshine; Mrs. Dr Brachman Laboratories Inc. 
Gaetano Calise, Historian; Mrs. John 
Conaty, Publicity; Mrs. Alfred Moran, 
Chairman of the Bridge. Since 


Approximately 66 podiatrists, wives and 
guests were in attendance. 


A nail lacquer specifically formulated 
for fungus of the nails 


KERALAC 


The active ingredient of Keralac is the powerful fungicide chloranil which has 
been used under the name of Spergon® to protect growing crops against attack by 
soil fungi. It was found that incorporating chloranil into a nail lacquer provided 
a satisfactory vehicle for treating fungus of the nails for it was thus held in 
close and intimate contact with the nail. 


The result is Keralac. The concentration of the fungicide is 0.5%, but when 
the lacquer dries the concentration rises to around 2.5%. Keralac is particularly 
indicated in a distal fungus infection. 


Keralac is non-staining and non-discoloring. It is cosmetically elegant and 
when dry has the smooth and shiny appearance of a nail lacquer. Further, 
the painting of a nail with a lacquer is readily accepted by the patient. 


Available 14 oz. bottles complete with brush applicator. 


Samples and literature on request. ®Trademark United States Rubber Company. 
References: 

Pag yr T. H.; Wiener, D.; Bell, M. and Boyd, L. J.: Archives Dermatology and Syphilology 
9, 94 (1949). 

Rankin, J. L.; Dobes, W. L.; Jones J. W.; and Alden H. S.: Southern Medical Journal 44, 616 
(1951). 

Gordon, M. A.: Archives Dermatology and Syphilology 66, 573 (1952). 

Moore, M.: Archives Dermatology and Syphilology 66, 621 (1952) 

Teichmann, W. O., and Horvath, P. N.; Southern Medical Journal 50, 1521 (1957) 

Hoffman, H. L. (Washington, D. C.): Personal communication. 


SALEM PHARMACEUTICALS Naugatuck, Connecticut 
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“Dr. POD 


of course! 


tae 


“Ingrown neil! 


In a new book of 


toons 
Bob Osc. Quiet Please” 
Softbound...$ 1.50 ) 
QUIET PLEASE 
if BULA BUNCH! for your 
Reception Room, Treatment 
¢ Rooms, Yachts, Home, and 
- 
\ Friends 
4 
Order from: C.P.A. Office 
|b 209 Post Street 


San Francisco 8, Calif. 
A few copies of Meet Dr.Pod are available for 2 bucks each ( Hurry!) 


CALIFORNIA PODIATRY ASSOCIATION 


THE 
IDAHO PODIATRY 
ASSOCIATION 


announces its Annual Meeting 
September 3-4-5-6, 1961 
at 
FABULOUS SUN VALLEY, 
| IDAHO 


| 


Outstanding speakers 


Morning sessions only . . . 
fun, sun, entertainment... . 


Texas 


The annual meeting of the Chiropody 
Society of Texas, Inc., was held in con. 
junction with the Region 11 meeting. Ofh- 
cers elected were: Buford M. Sanders ol 
Tyler, Presideni; Robert K. Bunch of 
Houston, President-elect; William H. 
Bowdler, Jr., of Fort Worth, Vice President; 
and John G. Russell of Beaumont, Record- 
ing Secretary. 

Dr. William Lee Austin of Dallas was 
voted into honorary membership, and Dr. 
L. A. Peters of Houston was presented the 
Society's first Distinguished Service Award 
lor his outstanding service this .year as 
Chairman of the Vocational Guidance Com- 
mittee. Philip R. Overton, legal counsel of 
The Texas Medical Association, was pre- 
sented the Society’s Merit Award for ex- 
ceptional service to advance the welfare ol 
chiropody. 

The program consisted of “Malignant 
Growths of the Feet” by A. M. Dyer of 
Little Rock, Ark.; ‘“Podopediatric Case 
Management” by H. L. Chapman olf 
Shreveport, La., and “Dynamic Muscular 
Relaxation” by Harry Lawson of Seattle, 
Wash. Ralph E. Owens, Oklahoma City, 
Okla., reviewed recent activities of the 
A.P.A. 

The event attracted a registration of ap- 
proximately 200 and interest in the scienti- 
fic sessions was exceptionally good. There 
were 24 exhibits. 

Members of the Congress voted to accept 
the invitation of CST to hold the next 
meeting in Dallas at the Sheraton Hotel. 


9 Horrible 
Athletes Foot! oe 
- Living matter decays if deprived 
of air. Horrible example is Ath- 
letes Foot! Toes close together, 
no air reaches skin between 
them, decay starts Athletes Foot! 
. . Baltor Bracelet separates 
toes, lets air reach dark, hot, 
moist skin . . . for healing and 
aeration. Helps prevent Athletes Foot. 


BALTOR BRACELET 
3800 Poplar Avenue, Brooklyn 24, New York 
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West Virginia 

Dr. Malcolm P. lams presided at the 
annual meeting of the Chiropody Society 
of West Virginia. Feature of the meeting 
was an address by W. R. Goodge, Ph.D.. 
Professor of Anatomy, on “Nerve Innerva- 
tion of the Lower Extremities.” Also on 
the scientific program were H. L. Collins, 
D.S.C., of Columbus, Ohio, and Harry L. 
Hoffman, D.S.C., of Washington, D. C. 

The following officers were elected for 
1961-62: W. C. Baber, President; Robert 
H. Decsh, Vice President; Jack C. Thomas, 
President-elect; G. A. Taylor, Secretary, and 
H. Darrel Darby, Treasurer. 


C.P.C. Wins P.R. Award 

The California Podiatry College has re- 
ceived an award in the 1961) National 
Honors Competition of the American Col- 
lege Public Relations Association. The 
award was announced at the annual meet- 
ing of the A.C.P.R.A. in July and was for 
Category D—General Public Relations or 
Development Projects. 


National Board of Chiropody- 
Podiatry Examiners 

The National Board has announced the 
appointment of Thirteen Test Committees 
in the subjects of Anatomy-Histology- 
Embryology, 


Bacteriology, Bio-Chemistry- 


Chemistry, Pathology, Pharmacology- 
Materia Medica, Physiology, Dermatology- 
Syphology, Jurisprudence-Ethics-Economics, 
Orthopedic-Foot Gear, Podiatric Medicine- 
Physical Medicine-Therapeutics, Podiatry- 
Chiropody, Roentgenology-Foot Pathology - 
Diagnosis and Surgery-Anesthesia-Hospital 
Protocol. The personnel of these commit- 
tees were recommended by the deans ol 
five podiatry colleges; the American Col- 
lege of Foot Orthopedists, the American 
College of Foot Surgeons, the American 
Society of Chiropodial Roentgenology and 
the American Board of Chiropodial Der- 
matology. 

Included among the 37 appointees are 
5 M.D.’s, 4 Ph.D.’s and 3 pharmacists. 


New Styles 


YES! Your patients’ feet deserve the best. 


ZEPHYR WEIGHT (9 OZ.) 


Write for an illustrated demonstration kit. 


JERRY MILLER I.D. SHOES 
161 EAST 33RD STREET 
NEW YORK 16, N. Y. 


OR 


874 N. MONTELLO ST. 
BROCKTON, MASS. 


New Colors 
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A PATIENT CAN BE ALL WET... 
Yet keep a Doctored Foot DRY! 


DRI-FOOT 


The watertight latex sock that mits 
tub, shower, pool or surf bathing while an 
ailing foot is under treatment. 


S-t-r-e-t-c- h-e-s 
on and off easily. 
Flesh pink. Sizes 
“(as for shoes) — 
Small (2-5) 
Medium (6-8) 
Large (9-12) 
List: $1.98 each 
($12.00 per doz.) 


ubby, SKID-PROOF SAFETY SOLE 
‘DRI-FOREFOOT 


Frontal foot protec- 

tion. Watertight at 

er One size fits Write” 
ist $1.25 each detailed 

($9.00. dozen). folder 
DORSAY PRODUCTS 

200 W. 57th St., N.Y. 19, NLY. 


The Amazing 
Electronic Educator ! 


< 


The Electronic Educator is an amazing new scientific device 
designed to train and teach at both the conscious and subcon- 
scious levels. You read, speak or transcribe recorded material 
thru the microphone, where it is recorded on special endless 
tape cartridges holding from 1 min. to 2 full hours of tape. This 
tape repeats itself and your message endlessly to give you the 
necessary repetition to memorize material. Comes complete 
with mike, Slumber Speaker, timer and cartridges. Offers thou- 
sands of uses from learning languages to helping backward stu- 
dents. Write for free descriptive literature. Sleep-Learning 
Research Ass'n. Box 24 Olympia, Washington. 


We also have a complete line of therapeutic tapes and 
records, psychological self-help recorded courses, clin- 
ical hypnosis courses and equipment plus endless tapes 
for standard tapé recorders and other accessories for 
sleep-learning and sleep-therapy experiments. Ask for 
free Catalog ‘‘B.’’ 
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Chicago General Medical- 
Podiatry Hospital Association 

Because of the response, the Board of 
Directors of the Chicago College of Chi- 
ropody have expanded their Hospital 
Project by forming a new corporation 
known as the Chicago General Medical- 
Podiatry Hospital Association. 

Contributions received for the hospital 
fund are being transferred to this new in- 
dependent organization. A larger and more 
complete structure is now envisioned. It 
will be a million dollar institution of 100 
beds, with provision for expansion to 150 
bed capacity when the need arises. It will 
be located adjacent to Chicago’s great medi- 
cal center, 

A “kick-off” dinner was attended by 500 
podiatrists and friends at which Dr. Samuel 
L. Andelman, Health Commissioner of the 
city of Chicago, welcomed the project as a 
“great contribution to the health resources 
of our community.” 

The drawings for the new Hospital 
Project were unveiled by Dr. Fred G. 
Broun, president of the Illinois Podiatry 
Society. 

To date, over $45,000 has been pledged. 
This new Association has 74 new members, 
classified as follows: 35 Founders (contribu- 
tion $1,000 each) ; 5 Patrons (contribution 
$500 each) ; and 34 Sponsors (contribution 
$100 each) . 

Chairman of the Development Commit- 
tee is Dr. Irving M. Sward, and six vice- 
chairmen from Illinois have been ap- 
pointed. As interest develops, other vice- 
chairmen will be appointed from other 
parts of the nation. The Illinois vice- 
chairmen are: Drs. Roger F. Holt, Joseph 
Grudowski, Frederick Streiker, Irving M. 
Sward, Milo Turnbo and Mrs. Mae Stickel, 
widow of the late Secretary William J. 
Stickel of the National Association of 
Chiropodists. 

Contributors and those desiring more 
information may write to Chicago Gen- 
eral Medical-Podiatry Hospital Association, 
55 East Washington Street, Chicago 2, 
Illinois. 
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Membership Development DR. POD 

Attention State Society Presidents and 

Secretaries: 
Several state societies have cooperated _ = 


with the Council on Membership Develop- 
ment in making a poll of their non- 
members. The answers received from the 
questionnaire will be of help in determin- 
ing the thinking of the non-member as to 
society membership, education and prob- | 
lems facing the profession. A copy of the — | 
spring issue of the A.P.A. Newsletter is | 
mailed with the questionnaire to each non- 


member. If you wish the non-members in | 
your state polled, please do one of the | 
following: 

1. Request copies of the questionnaire 
from A.P.A. Headquarters, according to 
the number of non-members in your state. 

2. Send addressed gummed labels to 
A.P.A. Headquarters and the questionnaire 
will be mailed for you. 


Each state society requesting the poll 
will receive the results as soon as they are 
available. 


“Dr. Pod won't be able to speak this evening—he's 
too sunburned!” 


OUR NEWEST MOULD 


The Levy Latex Mould and Contour Inlay made completely of Latex 
and Sponge Rubber. 


After many years of intense research and the cooperation of a 
prominent Doctor and Competitor, we have at long last succeeded in 
fulfilling the idea originated by Dr. Ben Levy TO CUSHION THE 
FOOT. 


This product constructed of Sponge and Latex Rubber is far superior 
in comfort to any so-called space shoe, and, very important to our 
woman to-day, in no way mars the beauty of the shoe. 


We strongly recommend it for those suffering from Arthritis, Circula- 
tory or Diabetic conditions. Also for bony, rigid and sensitive feet as 
well as for Verruca, Ulcers and Scar Tissues. It also is made in an 
inlay type without crest. 


The ORIGINAL CONTOUR is retained at all times. 
A negative or positive Cast at right angle is necessary. 


LEVY & RAPPEL, INC. 
384 Columbus Ave., New York 24, N. Y. 
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Women’s Auxiliary Message 

You are aware of the Women’s Auxiliary 
Bulletin which is mailed to each member 
of the Auxiliary of the A.P.A. This bulle- 
tin is our official publication. 

The idea of the bulletin was conceived 
by Mrs. Robert Shor and she has been the 
editor since its inception 8 years ago. It is 
with regret that we announce Mrs. Shor’s 
resignation as Bulletin Editor. 

Miriam is a dedicated booster for the 
profession of Podiatry-Chiropody and we 
know this coming year will be a most re- 
warding and exciting one for her as she 
works hand in hand with Dr. Shor, the 
President-elect of the A.P.A. 

We of the Women’s Auxiliary wish to 
take this means of saying, “Thank you, 
Miriam, for a job well done.” 

Mrs. Cleotha Parham, President 


Drew Research Grants-in-Aid, 
1961-62 

The 1961-1962 Irving Drew Shoe Cor- 
poration Research Grants-in-Aid is an- 
nounced by the American Podiatry Asso- 


ciation. These grants are administered 
under the Research Committee of the 
Council on Scientific Sections. 

Interested parties are requested to con- 
tact the Chairman of the Research Com- 
mittee, William F. Eads, D.S.C., 1651 Gar- 
net Street, San Diego 9, California, for fur- 
ther details. 

These awards are open to all members 
of the American Podiatry Association and 
are a subsidy to cover research undertaken 
or to be continued in the period of June 
1961 to May 31, 1962. 


Deaths Reported 


Paul Curtis 
Oil City, Pa. 


Dr. Curtis died suddenly June 19 of a 
heart attack. A graduate of Ohio College 
of Chiropody, he practiced in Oil City, Pa. 
and was a charter member of the North- 
western Division, Chiropody Society of 
Pennsylvania. 

H. Felix 
Philadelphia, Pa. 
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FOOT BALANCE INLAYS 


are only completely 
successful 
when each case 
is individually studied, diagnosed 
and an inlay made to fit its 


special requirements 


The laboratory of 


CARL G. BERGMANN, D.S.C. 
5406 BROADWAY CHICAGO 40, ILL. 


originator of foot balance inlays is directed 
in all its endeavors to accomplish this result 
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Legal and Legislative 


Missouri 
State Practice Act amended to provide: 
(1) the terms chiropody and podiatry shall 
be synonymous and (2) for use of drugs FOR 


or medicine by prescription or administra- PUBLIC EDUCATION 

tion of non-narcotic analgesics, antipyretics, 

sedatives, fungicides and antibacterials. 16 mm color-sound film 
Cleared for TV 


Running time 13!/, minutes 


Rhode Island 


The Enabling Act providing for Physi- 


cians Service Pre-Payment Health Plan has Bookings are heavy—Allow 
been amended to require the plans to allow 60 days advance notice 
participation by podiatrists. Members, state and local groups 


are urged to purchase prints 


INSURE 
RECEIVING YOUR per print 


JOURNAL (This includes postage) 
WITHOUT INTERRUPTION weeks delivery 


PAY YOUR DUES NOW Write for discount 


on quantity orders 


UNIFORM ¢ STURDY 


DEPENDABLY SHARP 
The six shapes of blades are . = 
designed for use primarily in 
podiatry, although they are an 


adaptable to other surgical pro- 
cedures. Made of fine-grained 


Swedish steel, Beaver Chisel 


Blades are keenly edged and ex- “<_> go” 
tremely hard for longer life. Ss 4 
The handles are solid stainless 4 
steel or plated brass, utilizing the ~«, 5 Blades per Pack—24 Packs per Box 
simplest collet-locking device Nos. 81, 82, 83, 84 per Pack $.75 
possible. Nos. 86, 88 ............ per Pack $1.00 
Stainless Steel Handles #45 $2.50 
SURGICAL KNIVES BY Plated Brass Handles #4P .... $1.25 


Rudolph 


Lui WALTHAM 54, MASSACHUSETTS 
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Dates te Kemember 


EVENTS 

Youth Foot Care Week 
Oct. 15-21, 1961. Sponsored by Ameri- 
can Foot Health Foundation. 


MEETINGS 
American Podiatry Association 
Miami Beach, Fla., Aug. 24-29, 1961 
Americana Hotel 
Seward P. Nyman, Convention Manager 
3301 16th St.. N.W., Washington 10, D. C. 


Michael |. O’Connor, Exhibit Manager 
428 E. Preston St., Baltimore 2, Md. 


Region One 
(Conn., Maine, Mass., N. H., R. I., Vt.) 
Chicopee, Mass., Oct. 14-16, 1961 
Schine Inn 
Dr. A. Joseph O'Rourke, Gen. Mer. 
176 Academy Ave., Providence, R. 1. 
Region Two 
(New York) 
Mr. Gilbert Hollander, Ex. Sec. 
353 W. 57th St., New York, N. Y. 
Region Three 
(Del., Md., N. J., Pa.) 


Region Four 
(Ohio) 
J. Edwin Farmer, Ex. Sec. 
Fifty W. Broad St., Columbus, Ohio 
Region Five 
Ind., Mich., Wis.) 


Region Six 


(Colo., Iowa, Kan., Minn., Mo., Nebr., N. Dak., 


S. Dak.) 
Minneapolis, Minn., May 4-6, 1962 
Leamington Hotel 


Dr. W. J. Olson 
322 Midland Bldg., St. Paul, Minn. 


Region Seven 
(Idaho, Mont., Ore., Wash., Wyo.) 


Sun Valley, Idaho, Sept. 3-6, 1961 


Region Eight 

(BD. C., N. S. C.,. Va, W. Va) 
Washington, D. C., Nov. 10-12, 1961 
Shoreham Hotel 


Charles Turchin, Chairman 
818-18th St., N.W., Washington, D. C. 


Region Nine 
(Florida) 
Joy E. Adams 
101 Florida Natl. Bank Bldg. 
St. Petersburg, Fla. 
Region Ten 
(Ala., Ga., Ky., Miss., Tenn.) 
Birmingham, Ala., Oct. 20-22, 1961 
Bankhead Hotel 
Dr. Stanley Frank, Secretary 
1250 Forrest Ave. 
Gadsden, Ala. 


Region Eleven 

(Ark., La., N. Mex., Okla., Texas) 
Dallas, Texas, June 21-23, 1962 
Sheraton Hotel 


Mr. C. J.'M. Roesch, Ex. Sec. 
Chiropody Society of Texas 
407 Austin Savings Bldg., Austin, Texas 


Region Twelve 
(Ariz., Cal., Nev., Utah) 
Las Vegas, Nev., May 25-26, 1962 
Flamingo Hotel 
Dr. S. J. Hoffman, Chairman 
585 S. Fairfax Ave., Los Angeles, Calif. 
International Union of Podology 
Second International Congress. 
Belgium, France, W. Germany, Holland, 
Spain, Switzerland, Argentina, Sept. 8-12, 
1961. 


Canadian Podiatry Association 
Vancouver, B. C., Aug. 18-20, 1961 
University of B. C. 
Dr. N. Mathews, Chairman 
624 - 6th St., New Westminster, B. C., Canada 


Attend Your 


STATE & REGIONAL MEETINGS 


THEN YOUR NATIONAL 
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Mood Elevators 


Contributions to this column are more than 
welcome. In fact it depends upon them. A.O.P. 


“Of course I'll endorse that check. What 
do you want me to say about it?” 
Lady quoted by Leo Gavel 
A family man is one who replaces the 
currency in his billfold with snapshots. 


Hypocrite: an animal that walks upright 
but seldom acts that way. 

Sign on an electrical repairs truck: 
“Voltswagon.” 

“What is the penalty for bigamy?” the 
client asked. 

“Two mothers-in-law’ 
answer. 


was the lawyer's 


When it comes to getting news around 
you will find without fail the female of the 
species is faster than the male. 


“WELCOME TO MIAMI, FLORIDA.” 
Ole Man River Says, 

“Those girl weather forecasters on TV 
shouldn't wear plunging necklines. It’s con- 
fusing when they talk about cold fronts.” 

Some wives insist a fishing pole is a stick 
with a worm at both ends. 

“Nowadays, a family is a group of people 
who have keys to the same house.” 


FOR THE FINEST IN LATEX SHIELDS 
CUSTOM BUILT PROSTHETICS DESIGNED AND TAILORED 
BY CHIROPODISTS FOR THE CHIROPODY PROFESSION 
TO CASTS OR IMPRESSIONS 


Hammer Toe 


45 Valley Way 


Prompt Service 


Bunion 
and special types 


LIQUID RUBBER APPLIANCE LABORATORY 


Heloma Durum 


West Orange, N. J. 
Send for brochure 
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Have You Sent in Your 


Contribution and-or Pledge 


Our goal is $100 from each member of the profession. 


Enclosed is my contribution of $ 


to the Fund for the Advance- 


ment of Podiatry (Chiropody) Education. 
| wish to ANNUALLY pledge $_______ to the Fund. 
Bill me Annually ) Semi-annually ) Quarterly (  ) 


| wish my donation designated for: 


{ }) The General Fund, for all schools. 


) Earmarked for 


Podiatry Chiropody College. 


Name 

PLEASE PRINT 
Street Address 
City State 


FUND FOR ADVANCEMENT OF PODIATRY-CHIROPODY EDUCATION 
3301 16th Street, N. W. 
Washington 10, D. C. 
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CLASSIFIED ADVERTISERS 


Advertisements not exceeding 30 words 
cost $4.00. Additional words 15 cents each. 

Commercial classified advertisements— 
minimum 30 words $20.00; 60 cents per 
additional word. 

All classified ads payable in advance. 
Remittance must accompany order for in- 
sertion. 


10 FOOT SUBJECTS COMPLETELY 
EXPLAINED FOR YOUR PATIENTS. 


FOOT FACTS 
Publications 
P. O. BOX 985 


MIAMI BEACH 39, FLORIDA 


Please do not ask for the names of classified 
advertisers in the JOURNAL who use box 
numbers. We accept such advertisements 
with the understanding that this information 
will not be released. Address replies or 
inquiries to the box number shown in the 
advertisement. They are promptly for- 


warded to the advertiser. 


YOUR total practice can be greatly en- 
hanced by the integration of scientific busi- 
ness principles with unique on-the-spot 
techniques. Skeptics and others may pay 
for this knowledge from their future in- 
creased income. Write Dr. Edwin Probber, 
228 Jericho Turnpike, Floral Park, N. Y. 


FOR SALE: Ethical practice and equip- 
ment; top location in Southern California, 
15 minutes from Los Angeles; low over- 
head; smartly furnished 7-room suite in 
medical court; air-conditioning; no charge 
for good will. Contact D. G. Haines, 11279 
National Blvd., Los Angeles, Calif. 


FOR SALE: Well-established 17-year-old 
practice in modern air-conditioned medical 
center. Choice location in Chicago. 4-room 
suite with switchboard and _ janitorial 
services. Completely equipped. Leaving 
state. Write 802, c/o A.P.A., 3301 16th St., 
N.W., Wash. 10, D. C. 


THE 
CHIROMETER 
Now Available 
Through Your Dealer 
or Write 


The Chirometer 
1407-08 Central Tower 


Youngstown 1, Ohio 


FOR SALE: Chiropody practice, Florida. 
Preferably graduate who has passed Florida 
Board. Write 806, c/o A.P.A., 3301 16th 
St., N.W., Washington 10, D. C. 


WANTED: Colorado practice. Experi- 
enced, ethical practitioner desires purchase 
of practice or the associateship with large: 
diversified practice, leading to purchase. 
Please send full particulars to Box 804, c/o 
A.P.A., 3301 16th St., N.W., Wash. 10, D. C. 


ESTABLISHED PRACTICE:  7-years 
old, with home. Long Island, N. Y. Only 
podiatrist in town. Fully equipped. Tre- 
mendous potential. Write 808, c/o A.P.A., 
3301 16th St., N.W., Wash. 10, D. C. 


GET YOUR ADDRESS 
CHANGES IN IMMEDIATELY 
ALLOW EIGHT WEEKS 
FOR 
CHANGE OF ADDRESS 
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PRACTICE FOR SALE: Eastern Ohio. 
Well-established 11-year-old practice. 
Modern medical center with 8 other doctors 
(only chiropodist). Fully equipped, includ- 
ing X-ray, hydro room, 2 treatment chairs, 
3 cabinets, Microtherm, Sinustat, etc., plus 
all office furniture. Moving because of 
health. Write 810, c/o A.P.A., 3301 16th 
St., N.W., Wash. 10, D. C. 


SERVING NATIONALLY 


ICAL SUPPLY 
; Phila. 7, Pa. 
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FOR RESULTS TRY 
CLASSIFIED ADS 


in the 
JOURNAL 


They will help secure a new location, 
practice equipment, apparatus, books, in- 
struments, a successor, partner, associate 
or assistant. The Journal has proved an 
excellent medium for any of the above pur- 
poses. The classified columns can be of 
genuine service to advertisers and mem- 
bers. Commercial and personal rates are 
shown at the head of the column. If you 
desire more specific information concern- 
ing classified advertising, write to: 


Journal of the American 
Podiatry Association 
3301 16th St., N. W., 
Washington 10, D. C. 


NEED HELP? Podiatrist seeking part- 
time employment anywhere in Chicagoland 
area or suburbs. Available for all day 
Wednesday; Tuesday, Wednesday and Fri- 
day evenings, or will try to arrange hours 
to suit. Write 812, c/o A.P.A., 3301 16th 
St., N.W., Wash. 10, D. C. 


FOR SALE: McDowell Oscillator, like 
new, gray, $60. Send check. Will ship any- 
where in U.S.A. D. G. Craft, D.S.C., 
Grangeville Blvd. and Douty St., Hanford, 
Calif. 


YOUNG PODIATRIST wishes to pur- 
chase active lucrative practice in the New 
York metropolitan area. Write 814, c/o 
A.P.A., 3301 16th St., N.W., Wash. 10, 
D.C. 


FOR SALE: Used equipment. Consoli- 
dated two offices. Good buy for recent 
graduate seeking complete office equipment 
at low price. For details—John R. Ziegler, 
D.S.C., 959 Park Ave., Meadville, Pa. 


CIVIL SERVICE—Full-time position for 
podiatrist at District of Columbia General 
Hospital. Applicants with District of 
Columbia license eligible for grades GS 8 
or 9; without D. C. license, grades GS 6 
or 7. Reply to John P. Nason, M.D., 
Director of Outpatient Clinic, D. C. Gen- 
eral Hospital, Washington, D. C. 


“THE FINEST IN LIQUID LATEX” 
Extra-thick white (you can thin it with water) or 
more elastic yellow. One type will be right for any 
application. We also offer an especially ground 
Leather Flour and Granulated Cork. Write for free 
samples and prices. 


W. WOOLEY & CO. 
1915-CH North St., Peoria, Illinois 


Are you familiar with the savings possible 
through Association Insurance Plans? 
Write APA Office 


for information 


Your Desk Reference 
and Directory Goes to 
Press in October. Is Your 
Address Current? 


An Authorized Binding 
for 
JOURNAL 
of the 


American Podiatry Association 


Arrangements have been made for subscribers 
to have their journals bound into distinctively 
designed books. 


Twelve issues, January through December, 
bound in best grade black washable buckram, 
imprinted with your name on cover, cost but 
$4.65 per volume. 


Bound journals serve as an immediate reference 
for research and information. Properly dis- 
played, they create a psychological impact on 
the patient, implying the time and effort spent 
to keep up to date on the most modern tech- 
niques and treatment. 


Ship journals parcel post. Within thirty days 
after receipt, bound volumes will be shipped 
prepaid anywhere in the U.S.A. Full remittance 
must accompany order. 


PUBLISHERS’ AUTHORIZED 
BINDERY SERVICE 
(Binders of all Journals) 


430 W. Erie St. 
Chicago 10, Illinois 
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for your 
complete 


FDry, 


water-dispersible antipruritic oil 


w= .¢ relieves dryness immediately 
«stops itching 

™. .<@ softens the skin 

e cleanses as it lubricates 


For use in the foot soak, hydrotherapy and bath 
Alpha-Keri deposits a lubricant-moisturizing oil film 
on the skin and, at the same time, cleanses the skin, 
thus eliminating the need for soap. Alpha-Keri also 
provides a protective action similar to that of skin 
 Slipids and helps the skin to retain moisture. 
Alpha-Keri contains mineral oil and Kerohydric® 
{brand of keratin-moisturizing fraction of lanolin) 
plus a nonionic emulsifier. 


Indicated for: generalized dryness, roughness and 
scaling—fissured, horny heels—diabetic dry skin— 
senile pruritus—anidrosis—hyperkeratosis—chafing, 
shoe rub—callosities—various types of dermatitis 
with associated dryness and pruritus. 


When an emollient-cream is required 

LOWILA EMOLLIENT moisturizes and lubricates 
dry skin, restores and maintains healthy skin pH, 
promotes healing. Contains Kerohydric (superior 
keratin-moisturizer and lubricant) in a lactic acid 
buffered emulsion. 


And when soap is contraindicated 
LOWILA®CAKE soap free... cleanses tender, der- 
matitic skin gently, without irritation. 


WESTWOOD PHARMACEUTICALS sBvFFALo 13, N.Y. 
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As a service to the profession, The Birtcher Corporation has compiled collec- 
tions of medical journal reprints, including treatment data and case histories, 
plus detailed descriptives on the modality employed. These will be mailed you 
on request. Check the reprint collections you wish, detach the entire page and 
mail to The Birtcher Corporation. Demonstrations and free office trials will be 
arranged, if requested, through your local dealer. 
Check Here 
Collathons ~=©=MEGASON ULTRASONIC UNITS — MODELS 
-~_ All feature the exclusive 5-position adjustable transducer 
with the 5 CM? crystal so necessary for effective application 
et in concave areas. 


CRUSADER SHORT WAVE DIATHERMY UNIT 
Especially adaptable to the practice of chiropody. 
Short wave diathermy produces heat deep within the tissue 
~— the Crusader is short wave diathermy at its best. 


SPOT QUARTZ ULTRAVIOLET SPOTLIGHT 
For intense localized application of germicidal ultraviolet 
in treatment of fungus and infections. Available with 
Wood’s filter for diagnostic use. 


THE FAMOUS BIRTCHER HYFRECATOR “* 
More than 150,000 of these time-saving ever-ready instru- 
ments are in daily use throughout the world for technics of 
desiccation, fulguration and bi-active coagulation. 


THE BLENDTOME ELECTROSURGICAL UNIT 
For more extensive electrosurgery the Blendtome provides 
tube circuit cutting, spark-gap coagulation and a blend of 
both for any degree of hemostasis. 


THE VIBRA-BATH HYDROTHERAPY UNIT 
Provides a new and different hydrotherapy action. Millions 
[| [| of tiny warm air bubbles impinge on the area being treated, 
controlled to any intensity. 


ALL OF THE ABOVE ARE AVAILABLE ON THE EXCLUSIVE NEW BIRTCHER LEASE PLAN 


DETACH ENTIRE PAGE 


check the reprints and demonstrations desired, detach entire page and mail to: 


THE BIRTCHER CORPORATION 
Department JP-861 
4371 Valley Boulevard, Los Angeles 32, California 


CJ Send me the reprints and arrange the demonstrations checked above. 
CJ Include details on the new money-saving Birtcher Lease Plan. 


Address : 


City... 
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